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URING the past few decades the surgical 
treatment of intracranial disease has 
attracted much attention. The com- 
plexity of structure of the brain, the diversity 
of its functions, the variety in the clinical mani- 
festations of its diseases, have made the field 
a very fruitful one for the investigator. Hence, 
for a time at least, too little attention was paid 
to the surgical treatment of the diseases of the 
spinal cord and its membranes. This was the 
more surprising because it soon became evident 
that the results of operative interference in 
spinal disease were far better than those obtained 
in intracranial surgery. 

During the past few years, however, the inter- 
est in spinal cord surgery has become renewed, 
the field has become widened, the results obtained 
have become better and better, and the feeling 
of pessimism which surrounded and hedged in 
the surgery of the central nervous system has 
changed into one of optimism in respect to the 
operative treatment of surgical spinal disease. 

It has become evident that special training and 
experience are necessary for successful work in 
this field, but that for the special worker a 
spinal operation is not a very dangerous one. 

Technically there is little difference of opinion 
as to the manner in which a laminectomy should 
be done. The operation is usually performed 
under general anesthesia; that it can be done 
under local anesthesia has recently been again 
pointed out by Heidenhain (1). 

The osteoplastic methods described by Marion 
(2), Cavicchia (3), Bickham (4), have been well 
nigh forgotten, for they are too time-consuming 
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and too complicated and are frequently followed 
by wound complications. The attempt has been 
made by several Italian writers and by A. S. 
Taylor (5) to develop the operation of hemi- 
laminectomy. The operation recommended by 
them consists of the removal of the lamine on 
one side only. They claim that a better spinal 
column is left, and that the exposure of the spinal 
cord and nerve-roots is often as good as in the 
complete operation. It is clear, however, that 
the removal of the lamin on one side can not 
give as good an exposure as the removal of 
spinous processes and lamin of both sides. 

A wide exposure of the operative field must be 
obtained in every spinal operation, for the cord 
tissue is more delicate, and irreparable damage 
to it is done more easily than to almost any part 
of the brain in an intracranial operation. There- 
fore, most operators (Horsley (6), Krause (7), 
Von Eiselsberg (8), Frazier (9), Cushing (10), 
Kuettner (11), Kocher (12), Elsberg (13), etc.) 
perform complete laminectomy. Elsberg (13) 
has paid especial attention to the functions of the 
spinal column after complete laminectomy, and 
has shown that, in the majority of instances, 
the normal mobility of the vertebral column is 
completely regained after a laminectomy. Never- 
theless, the operation of hemilaminectomy may 
have a field of usefulness in those cases where the 
spinal nerves of one side are to be divided for 
pain or spasticity. 


SPINAL FRACTURES 
The surgical significance of a spinal fracture 
depends to a great extent upon the injury that 


has been inflicted upon the spinal cord and nerve- 
roots. There is still a difference of opinion re- 
garding the question of indications for operative 
interference in fractures of the spine. It is 
often difficult or impossible to determine before- 
hand whether an irremediable injury to the cord 
has occurred; many hopeless cases have been 
operated upon, and therefore very poor results 
obtained from the surgical interference. The 
neurologist, and the neurological surgeon who 
is familiar with the symptoms of organic neu- 
rology, have to decide whether a complete trans- 
verse crush of the cord has occurred. At the 
present time, the majority of neurologists and 
surgeons are very conservative in their recom- 
mendations of operative interference in fresh 
spinal. fractures. Sherman (14), Coste (15), 
Kocher (16), Elsberg (17), have endeavored to 
formulate exact indications and contra-indica- 
tions, but these authors make tacit acknowledg- 
ment that the diagnosis of the extent of the 
cord injury is often very uncertain, and that 
operative intervention may be indicated if the 
symptoms are very marked but not complete. 
If there is complete motor and sensory loss up 
to a level, with complete or almost complete 
abolition of all of the reflexes, operative inter- 
ference should not be attempted. If there is 
some power and sensation left, an operation may 
do much good. Thompson (18) advises against 
operation in cord injuries unless the X-ray 
picture gives evidence of pressure upon the cord 
by fractured bone. Fractures of the cervical 
spine are most apt to cause immediate death or 
complete transverse crushing of the cord, while 
fractures in the lower dorsal and lumbar column 
are most apt to cause only a partial contusion of 
the cord and nerves of the cauda equina. Very 
satisfactory results from operative interference 
have been reported by Schloffer (19), Bottomley 
(20), Coriat and Crandon (21), and by many 
others. 

Allen (22) has published an excellent piece of 
research work in which he demonstrated that it 
was feasible to make an incision in the cord to 
relieve the cedema and swelling from a recent 
injury. The incision was followed by excellent 
results in the animals whose spinal cord had 
been contused by a falling weight. Allen states 


that the operation must be done early before 
the cord tissue has been destroyed by the oedema 
which follows the injury. 

Opinions differ as to the time at which a fresh 
fracture of the spine should be operated upon. 
Allen (22) says operate early if at all; Coriat 
and Crandon (21) declare that one should never 
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delay more than forty-eight hours; Bottomley 
(20) says wait four to five days. The conclusion 
at which we have arrived is that no rules can 
be laid down, but that each case must be con- 
sidered for itself. If the X-ray shows compression 
or angulation of the spinal canal, and the symp- 
toms are not those of a transverse lesion, the 
patient should be operated upon as early as 
possible. Otherwise it is better to wait. 

Injuries to the spinal cord by bullets should be 
treated according to the same principles as 
those which must guide us in other spinal in- 
juries. If the cord has only been bruised, as 
in the patient of Coley (23), a complete recovery 
may occur; if the X-ray shows that the bullet 
is lodged in the cord itself, there is usually a 
transverse lesion, but bullets have been removed 
from the substance of the spinal cord with good 
recovery of function, as in the patients of Braun 
(24), and of Eisengraber (25). 

During the past few years there has been little 
written concerning the operative treatment of 
deforming lesions of the vertebral column which 
produce cord symptoms. These are due either 
to an old fracture, to osteo-arthritis, or to spon- 
dylitis. Bailey and Casamajor (26) have called 
attention to the symptoms which may be caused 
by an osteo-arthritis of the vertebrae and to the 
beneficial effects of decompressive laminectomy. 
Elsberg (27) has published some excellent results 
from laminectomy for old fractures of the spine 
with angulation of the cord. A few instances 
of improvement after decompressive operations 
for compression of the cord due to spondylitis 
have appeared. In the cases of Henschen (28) 
and Mendler (29) the X-ray showed marked 
deformities of the spinal canal and in one case 
compression of the cord by a sequestrum. 


SPINAL TUMORS 


An extensive literature has gradually developed 
on the subject of tumors of the spinal cord, and 
many questions of both neurological and surgical 
interest have been raised. 

The diagnosis of spinal tumor is becoming more 
and more certain and the symptomatology of 
the disease is becoming more clearly understood, 
because exploratory operations are more fre- 
quently done. In the hands of the surgeon of 
experience a laminectomy is not a very serious 
operation, and the mortality should be less than 
ten per cent (McCosh, Woolsey (30) ) or even five 
per cent. 

All writers agree that the differential diagnosis 
between intramedullary and extramedullary 
growths is often very difficult; a painless begin- 
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ning and dissociation of sensations may occur 
with extramedullary tumors, and root pains are 
not so rare in intramedullary disease. This has 
been pointed out by Schultze (31), Ropke (32), 
Rothmann (33), and others. The X-ray is only 
of negative value for the diagnosis of spinal 
tumor, although absorption of bone may occur 
with extramedullary and extradural growths. 
The fluid obtained by lumbar puncture is often 
of a yellow color with an increased amount of 
globulin and a normal number of cells (Nonne 
(34), Kaplan (35), Raven (36)). 

A number of authors have warned against too 
great a reliance on the Wassermann reaction, for 
a patient with lues may also have a spinal tumor 
(Castelli (37), Elsberg). 

The results that can be obtained by the opera- 
tive removal of spinal tumors vary with the 
location of the growth, its connections with the 
cord, and with the duration of and the number 
of the symptoms. The patient should be re- 
ferred to the surgeon early before cord symptoms 
have long existed. Then a complete recovery 
can occur, as in cases reported by Rothmann (33), 
Van Gehuchten and Lambotte (38), Hecht (39), 
Frazier (40), Babinski (41), Pussep (42), Martius 
(43), Kennedy (44), Clarke (45), Bovaird and 
Shlapp (46), Hunt and Woolsey (47), and others. 
If a paraplegia has existed for a longer time—six 
months to two years—the outlook for complete 
recovery is not so good. Considerable power 
may return in the paralyzed limbs, but more or 
less spasticity, weakness, and sensory disturb- 
ances will remain, as in the patients of Rothmann 
(48), Pussep (42), Rotstadt (49), Schultze (31), 
Nonne (34), Redlich (50), and Sato (51). If 
the paralysis has existed for a number of years, 
no improvement will follow the removal of 
the tumor (Van Gehuchten and Lambotte (38), 
Pussep (42), etc.). 

Up to within the last few years intramedullary 
growths were considered hopeless, but it has 
been shown that localized growths occur within 
the cord substance, and that these can be re- 
moved if the proper method be followed. Suc- 
cessful operations have been reported by Ropke 
(32), Von Eiselsberg (52), Schultze (31), Elsberg 
and Beer (53), Elsberg (54), Foerster (55), and 

others. Some good results were obtained by 
incision of the cord and peeling out of the tumor, 
but usually such manipulations have caused a 
transverse lesion of the cord. In the case of 
Ropke (32), a tumor was found which was partly 
intra- and partly extramedullary. There were 
two extramedullary masses which were con- 
nected by an intramedullary growth. The cord 
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was incised longitudinally, the entire growth 
easily removed, and the patient was much 
improved after the operation. 

In order to do away with all manipulation of 
the cord, Elsberg and Beer devised the method 
which they called delivery of the growth by 
“extrusion.” In this method the cord is incised 
near the posterior median septum down to the 
tumor, and the muscles, fascia, and skin closed. 
The tumor is gradually pushed out of its bed 
in the cord so that at the second operation, about 
one week later, it is found to lie outside of the 
cord tissue, so that it can be removed without 
injury to the cord. This ‘method of extrusion” 
allows the processes of nature to push out the 
tumor in the attempt to equalize pressure con- 
ditions. The authors reported two cases and 
Elsberg has recently reported eight operations 
with marked improvement in a number of in- 
stances. 

Patients with malignant disease of the bodies 
or arches of the vertebra should not be subjected 
to operation, or if malignant disease is found, the 
operation should be concluded as rapidly as 
possible. Rarely can the disease be radically 
removed; relapse or recurrence is the rule. The 
patients usually stand the operative interference 
badly, and collapse upon the operating table 
is not infrequent. The spinal cord symptoms 
are often due to a transverse myelitis and not 
to a compression of the cord by the new-growth. 
Therefore the attempt to relieve the symptoms 
by a laminectomy is a failure; in most instances 
the operation is not even a palliative one (Van 
Gehuchten and Lambotte (38), Pussep (42), 
Rotstadt (49), etc.). 


INTRAMEDULLARY SURGERY 


Rothmann (48) has published an interesting 
paper on the future of intramedullary surgery, 
and has given a good resumé of what has been 
accomplished up to the present time. Not only 
have intramedullary growths and foreign bodies 
been removed from the substance of the spinal 
cord, but the cord has been incised for irremov- 
able infiltrating tumors (Cushing (56), Elsberg 
(57) ), an incision has been made in the posterior 
columns near the posterior median septum as a 
decompressive method in oedema secondary to 
trauma (Allen (22) ), in gliosis (Elsberg (57) ), 
for the drainage of hydromyelia (Abbe (58), 
Elsberg, and others), and intramedullary cysts. 

Spiller and Martin (59) have suggested that 
the anterolateral tracts can be divided in order 
to relieve persistent pain due to malignant 
disease. There was great improvement in their 
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patients, as well as in a patient of Beer (60) and 
Foerster (61). The cord is exposed in the usual 
manner and the anterolateral ascending tracts, 
which convey sensations of pain and of tempera- 
ture, are divided by an incision of about two 
millimeters depth. If the operation is carefully 
done and not too much of the cord divided, no 
symptoms are caused by the incisions excepting 
a loss of all sensation for hot and cold and for 
pain below the level of the incision. 


DIVISION OF POSTERIOR SPINAL ROOTS FOR 
SPASTICITY, PAIN, AND VISCERAL CRISES 
OF TABES 


A totally new field for spinal surgery was opened 
up a few years ago (1908) when Foerster (62) 
published his first paper on division of the poste- 
rior spinal roots to relieve spastic conditions of 
the extremities. He based his procedure upon 
the following facts: Muscle tone is produced by 
reflex stimuli from the periphery to the cells of 
the gray matter of the spinal cord and is con- 
trolled and regulated by inhibitory influences 
from higher centers. Increased spasticity of 
muscles will therefore occur whenever the in- 
hibitory impulses from the brain are cut off by 
disease of some part of the motor tract. In order 
to diminish the ensuing spasticity, it is only 
necessary to cut off some of the impulses from 
the periphery. Many writers have published 
reports of cases treated according to Foerster’s 
idea, and Foerster (63) has collected a large 
number of cases which have been subjected to 
posterior root division. He also reviewed the 
subject of division of posterior spinal roots for 
the relief of painful affections, and based on theo- 
retical considerations suggested posterior root 
section for the control of the visceral crises 
of tabes. 

Not all spastic conditions can be relieved by 
Foerster’s operation. The process must be 
stationary, and progressive disease should never 
be operated upon. In the cerebral diplegias 
of children—Little’s disease—spasticity after 
injury to the cord, stationary multiple sclerosis, 
the method may be tried, but in posthemiplegic 
spasticities with athetosis no results have been 
obtained. A prolonged after-treatment is always 
necessary in order to overcome contractures 
and redevelop the muscles, and tenotomies and 
tendon plastics are often required. The intel- 
ligent help of the patient is indispensable; there- 
fore idiotic children should not be operated upon. 

Rather too many than too few roots should be 
divided, although the division of too many roots 
may cause a flaccid paralysis. Foerster has 
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collected 159 operations for spastic conditions 
with 14 deaths from the laminectomy. The 
results of root section are better in the lower than 
in the upper extremities. For the lower limbs 
the second, third, fourth, or fifth lumbar and 
the first or second sacral roots should be cut. 
Extension at the knee is controlled either by the 
third or fourth posterior root; the operator must 
determine by electrical stimulation of the exposed 
roots which is the one that controls this extension 
and then avoid that root. Tschudi (64) saw 
great improvement after division of the second, 
third, and fourth lumbar and first sacral; Clarke 
and Taylor (65) advise some combination of the 
first, second, third, fourth, and fifth lumbar and 
the first and second sacral for the lower and the 
fourth, fifth, and seventh cervical and first dorsal 
for the upper extremity; Cuneo saw great im- 
provement after section of the third and fourth 
lumbar and first and second sacral. 

The spasticity is often much lessened at once 
(Foerster (66), Guleke (67), May (68), Rausen- 
bach and Scott (69), etc.), but usually improve- 
ment follows slowly after massage, exercises, etc. 

If too few roots have been divided, the spas- 
ticity will recur; if more than two successive 
roots have been cut some sensory disturbances, 
according to Sherrington’s law, will occur. 
Taylor has cut five roots in succession without 
observing any sensory disturbance, and others 
have failed to find sensory loss after division 
of three successive roots. 

The operation of division of posterior spinal 
roots for the relief of pain is an old procedure, 
which was originated by Dana and Abbe, but 
the results in the past have been unsatisfactory 
and only very few of the patients operated upon 
within the past two years have been relieved by 
the interference. 

The third indication for posterior root section, 
according to Foerster, are the visceral crises of 
tabes, and Foerster (63) has collected 63 opera- 
tions with 6 deaths. Of the surviving 58 patients 
there was immediate relief in 56, but the symp- 
toms soon returned in 18 cases. At first Foerster 
advised that the seventh to tenth dorsal roots 
should be cut on each side, but later he declared 
that all the roots from the fifth dorsal to the 
twelfth dorsal had to be divided. The more 
extensive the root section, the larger the laminec- 
tomy that has to be done, and when a large 
number of roots have to be cut very many lamine 
have to be removed. Great relief has been 
observed where only a few posterior roots have 
been cut (Bramwell and Thomson (70), seventh 
to tenth dorsal—complete relief for fourteen 
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months; Frazier (71), seventh to ninth dorsal— 
cure; Foerster (72), seventh to tenth dorsal— 
relief for three years). 

For posterior root section most operators 
prefer a complete laminectomy and divide the 
roots intradurally (Foerster (63), Von Angerer 
(73), Lotheissen (74), Panche (75), Winslow and 
Spear (76), Frazier (71), etc.), but Taylor (77) 
prefers a hemilaminectomy. Guleke (78) recom- 
mends that the roots be divided outside of the 
dura, but the objection to this is that it is often 
difficult to separate the sensory from the motor 
root in that location. Wilms (79) suggested 
that the roots for the lower extremity should 
be cut at the conus where they lie close to each 
other, but the difficulty is that recognition and 
identification in that location is often impossible. 
Franke (80) advised that the intercostal nerves 
be avulsed, but this has given few satisfactory 
results, although extensively tried by French 
surgeons (Mouriquand and Cotte (81), Sauve 
and Tenel (82), Cade (83), Ingay (84), Belin and 
Mauclaire (85), Leriche (86), etc.). Secard and 
Blanc (87) declare that Franke’s operation is of 
no value. 

Posterior root section has been tried for a 
number of other conditions. Mayesina (88) 
claimed to have seen great improvement in a 
case of erythromelalgia after division of the 
fourth and fifth lumbar and first and second 
sacral posterior roots. Leriche (89) suggested 
that it be tried in herpes zoster, but Secard and 
Blanc (go) obtained no result in the patients 
upon whom they operated; the operation has 
been tried in spasmodic torticollis without suc- 
cess. It has even been suggested for Parkinson’s 
disease and ordinary paralysis agitans (Leriche). 
In most of these affections the operations have 
been done experimentis causa, and they have, 
therefore, usually been failures. 


During the past decade many experiments have 
been made to determine whether it is possible 
to anastomose spinal nerve-roots, and Frazier 
and Mills (91) have attempted to relieve a paral- 
ysis of the bladder in a patient by an intradural | 
root anastomosis. They divided the first lum- 
bar root intradurally and anastomosed it to the 
third and fourth sacral. Eight months later 
the patient had improved enough to dispense 
with the urinal which he had worn constantly 
before this time. The result was, therefore, 
very satisfactory, although it can not be denied 
that the improvement might have occurred 
even if no root anastomosis had been done. The 
operation was performed six months after the 
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injury. Cadwalader and Sweet (92) approached 
the subject experimentally, but in their animals 
they failed to observe either a return of function 
or a regeneration of the nerve-roots which had 
been divided. 

Finally, mention must be made of the decom- 
pressive aspects of the operation of laminectomy. 
The relief of pressure after the free removal of a 
number of spinous processes and lamina must 
be of undoubted benefit in a number of spinal 
conditions associated with increased intraspinal 
pressure. Thus great improvement has followed 
laminectomy for old fracture of the spine with 
narrowing of the spinal canal, for pachymeningitis, 
and for irremovable tumors pressing upon the 
cord. 

Bailey and Elsberg (93) have called especial 
attention to the improvement which may follow 
a laminectomy where no increase of pressure 
has been found and report very satisfactory 
results in a number of cases. They suggest 
that the improvement may be due to the entrance 
of air into the dural sac or to changes in the 
spinal circulation. 


The above review of the work that has been 
done in spinal surgery during the last few years 
will show that many advances have been made 
and that much has been accomplished. There 
is, however, much that remains to be done, and 
the surgeon who will devote himself to this 
special field will find many problems awaiting 
solution. He will meet with disappointments, 
but will have not a few successes. To the ad- 
vances in our knowledge of spinal disease and 
its treatment the surgeon must contribute a 
large share. We believe that the statement of a 
great physician may with justice be applied also 
to spinal disease, ‘“‘Die Medezin muss mehr 
chirurgisch werden,’— internal medicine must 
become more surgical. 
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Henderson, F.: Ether Anesthesia. Si. Paul M.J., 
IgI4. By Surg., Gynec. & Obst. 
Statistics show that ether as an anesthetic is 
superior to all others in safety and range of applica- 
tion; with it the surgeon can work with more ease 
and rapidity because relaxation can be secured. If 
the patient is carefully watched and not disturbed 
while doing well, the anesthetist will seldom meet 
with alarming conditions. After the confidence of 
the patient is gained surgical anesthesia ordinarily 
may be produced by the drop method with ether in 
from three to five minutes. 

Suggestion plays an important part in the induc- 
tion of anesthesia. The management of the jaw 
has much to do with the success or failure of the 
anesthetic, the depth of anesthesia depending 
upon the kind of operation and its stage. The 
patient should never be kept more deeply under the 
anesthetic than is consistent with the work of the 
surgeon — primary anesthesia may be used in minor 
operations. Experience in the Mayo Clinic does 
not indicate that shock is liable to be produced by 
light ether anesthesia. 

The dose of ether should be medicinal and not 
toxic. For operations, the duration of which 
averages about forty minutes, patients usually re- 
quire between three and four ounces of ether to pro- 
duce anesthesia and to carry them through the 
operation. Preliminary medication is used only in 
selected cases and not as a routine. 

The safety of ether was its own undoing, for as it 
did not kill, its administration was intrusted to the 
most incompetent person. Then came nitrous oxide, 
an inefficient surgical anesthetic at best, unless com- 
bined with local anesthesia, which, next to ether, 
has the widest field of usefulness. For the adminis- 
tration of nitrous oxide a physician with experience 
should be selected. 

In articles in which comparisons are made between 
nitrous oxide and ether, conclusions are usually drawn 
from results obtained by the expert with the former 
anesthetic and those of the inexperienced anzs- 
thetist with ether. If nitrous oxide were given as 
carelessly as ether very often is, there would be many 
fatalities. Ether given by the drop method by a 
skilled anesthetist and local anesthesia certainly ful- 
fill the requirements more satisfactorily than any 
other anesthetic or combination of anasthetics. 
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Zweifel, E.: Clinical and Experimental Study of 
Nitrous-Oxide-Oxygen Anesthesia (Klinisch-ex- 
perimentelle Versuche mit Lachgas-Sauerstoff Nar- 
kose). Monatschr. f. Geburtsh. u. Gynék., 1913, 
XXXViii, 546. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

The author describes 40 experiments with Neu’s 

apparatus, with good results, and also experiments 
with Gatsch’s apparatus, which gave as good 
results and was much cheaper. He comes to the 
following conclusions: It is possible to carry out 
small operations without pain with either pure 
nitrous-oxide or nitrous-oxide-oxygen anesthesia. 
Nitrous-oxide anesthesia, with or without oxygen, 
is well adapted for beginning chloroform-ether 
anesthesia. Nitrous-oxide-oxygen anesthesia is 
increased by the administration on the previous 
evening of 0.5 to 1.0 veronal, and by an injection of 
morphine-scopolamine just before the operation is 
begun. It is the pleasantest method of inhalation 
anesthesia for the patient, and also the safest. If 
the anesthesia is insufficient it can be continued at 
any time with ether or chloroform without any harm 
to the patient. PrITzscu. 


Balfour, D. C.: The Use of Novocaine as a Local 
Anesthetic. St. Paul M. J., 1914, xvi, 83. 

By Surg., Gynec. & Obst. 

That the use of local anesthesia is growing in 
popularity in this country is noticeably apparent. 
This is probably due to the fact that superior deriva- 
tives of and substitutes for cocaine have been placed 
on the market. The more familiar of these are 
eucaine, stovaine, tropococaine, novocaine, urea, 
and quinine hydrochloride. Novocaine is rapidly 
soluble and the solution can be boiled without de- 
stroying its effectiveness. In poisonous doses 
spasms occur; the safe maximum dose is about 7 
grains. The duration of the anesthesia when used 
without an adjuvant is 15 minutes (Hertzler), but 
its action is more prolonged when adrenalin is added 
The advantages obtained in the use of this prepa 
ration are definite and important; the most satis- 
factory of which is that the solution — one-half to 
one per cent —can be used in almost unlimite: 
quantities without fear of ill effects. This permit: 
a wide infiltration of the operative field with libera. 
blocking off of the sensory nerve supply, which is no’ 
true of cocaine, except when used in such larg: 
dilutions that its anesthetic properties are depend 
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ent to a considerable extent on the oedema produced 
and not to the cocaine in actual use. The fact that 
the novocaine solution can be boiled without effect- 
ing its analgesic property is a decided advantage. 
We have not had sufficient evidence to show that 
healing of wounds is definitely retarded by the in- 
filtration of the tissues by the solution. 

The use of novocaine is indicated in (1) Ligation of 
arteries, particularly those of the thyroid, removal 
of small tumors of the breast, superficial cysts, 
lipomas, circumcisions, paracentesis, external hem- 
orrhoids, drainage of abscesses, excision of isolated 
glands and specimens of tissue for diagnosis, tonsil- 
lectomy in the adult, and various operations on the 
eye, nose, and throat; (2) cases in which a general 
inhalation anesthesia is preferable but might, for 
some reason, be deleterious to the patient. In this 
class we have patients with recent acute conditions 
of the lung, alcoholism, nephritis, myocarditis, etc., 
or any complication which renders ether not neces- 
sarily prohibitive, but rather inadvisable. Under 
these circumstances, hernia, hydrocele, varicocele, 
tuberculous epididymitis and similar conditions are 
very satisfactorily operated on under local anes- 
thesia. Operations on the thyroid are often neces- 
sary with an unstable nervous system and marked 
degenerative changes in the heart and kidneys. In 
these cases, also, a local anesthesia is preferable. 
(3) A group, relatively small, is composed of those 
patients who request that a local anesthesia be used. 
Few individuals voluntarily choose to have any 
operation, however slight, done “under cocaine.”’ 

The advantages in the employment of novocaine 
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Kleemann, E.: Experimental Study of the Effect 
of Extract of Hypophysis from Animals that 
Have Been Castrated or Had the Corpora Lutea 
Removed (Experimentelle Ergebnisse iiber die 
Wirkung von Hypophysenextrakt kastrierter und 
der Corpora lutea beraubter Tiere). Arch. ff. 
Gyndk., 1913, Ci, 351. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 

The influence of the hypophysis in raising blood- 
pressure is well known, as well as its relation to the 
sexual organs. The author desired to find out 
whether the effect of extract of hypophysis on the 
peripheral blood-vessels would be changed if it were 
taken from normal animals (rabbits) that had been 
castrated or from pregnant ones from which the 
corpora lutea had been removed. 

He applied the tests to frogs and reports the 
results in detail. The extract of hypophysis from 
castrated as well as from normal animals caused 
prompt vasoconstriction, but that from the pregnant 
animals was inconstant in its action, sometimes 
dilating the vessels, sometimes constricting them. 
With the extract from animals deprived of the 


are almost entirely on the side of the patient, al- 
though unfortunately freedom from pain in the 
infiltrated area is not insured for any length of time 
following operation, as is claimed for other sub- 
stances. Interference in the healing of wounds by 
the devitalization of the tissues has not been ob- 
served in cases at the Mayo Clinic to any appreciable 
degree. Post-operative nausea, vomiting, and 
thirst are much less frequent in occurrence than 
after ether anesthesia, except in cases of severe 
hyperthyroidism, when the gastro-intestinal dis- 
turbance is a part of the disease. 

The methods the Mayo Clinic has found satis- 
factory in preparing and using novocaine are as 
follows: A sufficient quantity of a one-half or one 
per cent soijution is made by dissolving the novo- 
caine in sterile water. This solution is boiled for a 
minute or two in some instances and not at all in 
others, with no definite variance in results noted. 
Enough adrenalin is added to the solution to make a 
strength of 1—1000. Thymol nor any other 
preservative agent is not employed to render the 
solution stable, a fresh mixture always being made. 

In general, the production of a iocal cdema, 
allowing a few minutes for the solution to take 
effect and incising in the cedematous area. has been 
found safe and satisfactory. In the more extensive 
type of operation, morphine, 1/6 grain either alone or, 
in the case of the hyperplastic goiters, combined 
with 1/200 gr. of scopolamine, has been given. In 
the majority of cases this constitutes a very im- 
portant adjuvant to the successful use of local 
anesthesia of this type. 
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corpora lutea he got constriction of the vessels 
four times, also a marked dilatation four times. 
The animals from which the corpora lutea were 
removed had been pregnant for a greater or less 
time and the pregnancy was intetrupted by the 
removal of the corpora lutea. The blood-pressure 
experiments in warm-blooded animals were not 
sufficiently numerous to draw conclusions from. 
These experiments probably explain the failures in 
treatment with extract of hypophvsis where no 
vasoconstrictor effect was obtained. In_ practice, 
hypophysis preparations should not be made from 
animals that have recently been pregnant or that 
have been castrated, at least unless a considerable 
time has elapsed since the castration. — Buscitvy. 


NECK 


Schmidt, J. E.: The Carotid Gland and Its Tumors 
(Beitraige zur Kenntnis der Glandula carotica und 
ihrer Tumoren). Beitr. z. klin. Chir., 1913, Ixxxviii, 
301. By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


The author tried to determine by experiments on 
cats whether the bilateral extirpation of the carotid 
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gland threatened life, whether unilateral extirpation 
caused hypertrophy on the other side, and whether 
autotransplantation was possible. He was led to 
undertake these experiments by a case of bilateral 
tumor of the carotid gland that appeared in his clinic. 
To accomplish complete removal the carotid artery 
had to be extirpated at the point of bifurcation. 

As the animals could not stand the simultaneous 
bilateral removal of the common carotids the two 
sides were operated on at intervals of 18 days. After 
the second operation three cats remained per- 
manently in good general condition, one died after 
24 days of pneumonia, one after 10 days of inanition. 
Bilateral removal of the carotid gland, therefore, 
does not cause death or cachexia. 

The glycosuria observed by Vassale after extirpa- 
tion was caused by the ether anesthesia. Anzsthe- 
tized normal cats showed sugar in the urine to the 
same degree as those that had had the gland removed. 
The sensitiveness to adrenalin was not any greater 
in the animals that had been operated on than in 
the normal ones, a circumstance that refutes Fru- 
goni’s belief that there is antagonism between the 
carotid gland and the adrenals. Carotid glands 
transplanted autoplastically soon degenerated. After 
extirpation on one side there was no hypertrophic 
change in the other, from which it may be con- 
cluded that the gland has no specific function and 
is a rudimentary organ. His case history follows: 

A 52-year-old woman had had a slowly develop- 
ing tumor for 2c years, which had grown faster for 
three months and caused a marked decrease in 
weight. Under the angle of the left jaw there was a 
tumor the size of a hen’s egg, and on the right, at the 
bifurcation of the carotid, one as large as a nutmeg. 
There were signs of tuberculosis at the apex of the 
lung. The tumor could not be isolated from the ves- 
sels, so the carotid had to be resected, after which the 
common carotid was united with the internal by En- 
derlen’s circular suture. The recovery was unevent- 
ful. After the operation there were no cerebral symp- 
toms and no sympathetic symptoms. Seven weeks 
later the right gland was removed without injury to 
the vessels, followed by recovery. There was no albu- 
min and no sugar in the urine after the operation. 
On examination a year later the patient was free 
from recurrence and in good general health. Moder- 
ate atrophy of the left half of the tongue, and devia- 
tion to the left when it was extended, showed that 
the hypoglossus had been injured at the first opera- 
tion. WortTMANN. 


Da Costa, J. C.: Personal Experience with Tumors 
of the Carotid Body. WN. Y.M.J., 1914, xcix, 253. 

By Surg., Gynec. & Obst. 

The author has turned from a viewpoint which 
he held in 1906, that “interference” in carotid 
body tumors ‘“‘should be undertaken when serious 
functional trouble or rapid evolution of an ap- 
parently malignant character is present, thus 
justifying an attempt the consequences of which 
might be grave.” 
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He now believes that when the carotid body is 
palpable or visible it is pathological and will prob- 
ably grow larger, will eventually become malignant, 
and should be removed at once. If the tumor has 
reached a size which indicates “functional trouble 
or evolution of apparently malignant character, 
the time is probably too late to obtain a cure. 
The operation and results are highly perilous.” 

He reports a case of the early type operated on 
which was well fourteen months afterwards. 

The history, description, and post-mortem find- 
ings of a case of bilateral tumors, in which he 
advised against operation on account of the prob- 
able great involvement of nerves and vessels, is 
given. 

His conclusions are substantially as follows: 

1. The carotid body exists more frequently than 
was formerly supposed. 

Its function is unknown and it should undergo 
atrophy at or soon after puberty; if it does not 
atrophy it will probably enlarge and such enlarge- 
ment should be regarded as a tumor. 

2. Tumors of the carotid body are known as 
peritheliomata. 

3. Originally innocent the growths pursue a 
long course. Rapid growth is exceptional until 
years have passed; then they take on a rapid 
growth; this signifies malignancy. The malignant 
change is sarcomatous with rare exceptions. 

4. Growth is almost universally unilateral, 
the case cited being the only bilateral one found. 

5. The growth is closely associated with vessels 
and nerves and is more retrocarotid than inter- 
carotid. It has a large blood supply carried by the 
ligament of Mayer and any injury to the body 
causes profuse hemorrhage. Its relations render 
any operation difficult and post-operative com- 
plications probable. 

6. Involvement of associated nerves will produce 
symptoms. ‘The tumors are lifted by the pulsating 
carotid artery; they are movable laterally but not 
up and down. The author had no case of expansile 
pulsation. 

7. Operative interference is comparatively safe 
when the tumor is recent and small, but is of grave 
peril when the tumor is old, and of especial danger if 
large. The larger it is the more probable it is that 
ligation of the common carotid or of all the carotids 
will be necessary in the removal of the growth. 
Injury and removal of important nerve structures 
will be almost unavoidable. Early operation may 
permit its dissection from the carotids, or with 
tying the external carotid alone. Early operation 
is imperative because it is easy; late operation is 
difficult and dangerous. DonaLp Gorpon. 


Wilson, L. B.: A Study of the Pathology of the 
Thyroids, from Cases of Toxic Non-Exophthal- 
mic Goiter. J.-Lancet, 1914, xxxiv, 93. 

By Surg., Gynec. & Obst 


Wilson presents the results of a somewhat in 
tensive study of the thyroids from approximatel 
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equal numbers of cases in each of the following 
groups: (1) 431 thyroids from cases of true ex- 
ophthalmic goiter; (2) 373 thyroids from cases of 
non-toxic, i. e., simple goiter; and (3) 374 thyroids 
from cases of toxic non-exophthalmic goiter. The 
results of the gross and microscopical examination 
of the glands are tabulated in parallel columns 
showing the percentage distribution according to 
the author’s histological classification into early, 
advanced, and regressing primary parenchymatous 
hypertrophy and hyperplasia, regenerations, adeno- 
mata, and diffuse colloids. His general summary 
of the observations follows: 

“ty. The pathology of the thyroid in true ex- 
ophthalmic goiter is essentially a primary par- 
enchymatous hypertrophy and hyperplasia, i. e., 
an increased amount of functionating parenchyma 
associated with an increased absorption. The 
process is an acute one. 

“2. The pathology of atoxic simple goiter is 
marked essentially by atrophic parenchyma, de- 
creased function, and decreased absorption. The 
process is a chronic one. 

“3. The pathology of toxic non-exophthalmic 
goiter of Plummer’s clinical group 2, i. e., those 
resembling exophthalmic goiter, is one of increased 
parenchyma through regenerative processes in 
atrophic parenchyma or the formation of new 
parenchyma of the foetal type with an increase in 
each instance of secretory activity and of absorp- 
tion. The process is a chronic one but sufficiently 
active to cause the patient to consult a surgeon 
earlier than do those patients in clinical group t. 

“4. The nearer the cases of clinical group 2, 
toxic non-exophthalmics, approach, in age and 
symptoms, true exophthalmic goiter, the shorter the 
duration of the period of goiter before operation 
and the smaller the average weight of the gland at 
the time of its removal. 

“5. The cases of toxic goiter of clinical group 
1, i. e., those in which the symptoms are of the 
cardiovascular variety, much more closely resemble 


75 


cases of simple goiter in their pathology in all re- 
spects than do the cases of clinical group 2. A larger 
number of them are of the colloid goiter type; the 
enlargement of the thyroid has existed for a longer 
period before operation and the portion of the gland 
removed is materially larger than in those cases of 
clinical group 2. 

“6. Finally, it may be stated that all the above 
pathological evidence points to a constant relative 
association of increased secretion and increased 
absorption from the thyroid, proportional to the 
degree of toxicity on the part of the patient. We 
have as yet no absolute proof that such secretion 
and absorption is the cause of, rather than coérdinate 
with, the symptoms, but the presented evidence 
strongly points to that conclusion.” 


Lewis, W. H.: Juvenile Hyperthyroidism. Si. 
Paul M. J., 1914, xvi, 91. 
By Surg., Gynec. & Obst. 

During eight years ending January 1, 1913, only 
five cases of exophthalmic goiter occurring in chil- 
dren under to years were operated on at the Mayo 
Clinic. This group of exophthalmic goiters is inter- 
esting in that the physiological processes of child- 
hood, differing from those of later life, may have 
some bearing on the type of disease. 

The cases all presented exophthalmos and tachy- 
cardia of decided extent; mild irritability was present 
in four, tremor in three, and vasomotor disturbance 
of the skin in one. The average length of intoxica- 
tion was 11 months and 20 days. All these children 
were quite active and except for the eyes were not 
apparently inconvenienced. 

The average adult case of exophthalmic goiter 
with exophthalmos of a year’s standing has marked 
general damage of more or less extreme degree. 

All of these cases obtained prompt and, to date, 
complete relief by operation. A double ligation was 
performed on three patients, and a partial resection 
in two cases. Experience indicates that ligations 
are entirely satisfactory. 
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Eden, R.: Surgical Treatment of Pulmonary 
Tuberculosis, Especially Collapse Treatment 
(Beitrage zur chirurgischen Behandlung der Lungen- 
tuberkulose, unter besonderer Beriicksichtigung der 
Kollapstherapie). Arch. f. klin. Chir., 1913, citi, 73. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

Eden reviewing the development of lung surgery 
notes that Mosler and Pepper’s injection of disin- 
fectants yielded no results; resections, performed 
first by Block and Rugier, did not seem to promise 
much, nor did open treatment of caverns give satis- 
factory results. Amputation of entire lobes fre- 
quently failed from reflex effects, from branches of 
the vagi being involved at the hilus, from infection 


and uncertainty of the closure of the bronchi and 
from penumothorax and emphysema of the mediasti- 
num and skin. This operation is justified only by 
malignant tumors and purulent processes in special 
locations. 

Freund’s operation, though it has met with suc- 
cess in many cases, is not generally recognized. 
Many think that slight affections of the apex may be 
cured in other ways. Artificial pneumothorax, by 
the completest possible collapse of the lung, creates 
conditions favorable to recovery; if this fails thoraco- 
plastic operations may be undertaken. Eden has 
tested the different plastic operations of the thorax 
on dogs and gives his conclusions as to the degree 
of collapse obtained by the various procedures. 
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Limited resection of the ribs at any part of the 
thorax only causes narrowing of the thorax and 
retraction of the lung at that particular place — it 
has no effect on other parts. Resection over the 
lower lobes does not influence the upper ones, and 
vice versa. Axillary rescction has little effect and 
has injurious by-effects. Extensive paravertebral 
wedge resection, strengthened in some cases by 
parasternal resection, gives the best results. Com- 
plete collapse of the lung is obtained, according to 
Eden, only by the extensive Brauer-Friedrich plastic 
operation involving the upper ring of the thorax. 
The method to be followed depends on the loca- 
tion, kind, and degree of the tuberculosis, but it 
should be noted that according to Friedrich the cases 
in which the most improvement took place almost 
all belonged to the group in which the most extensive 
resection was performed. The dangers involved in 
these extensive resections, chiefly the fluttering of 
the chest wall and mediastinum, are best avoided 
by operating in several stages. PLENz. 


TRACHEA AND LUNGS 


Meyer, W.: Bronchiectasis. Tr. Am. Surg. Ass., 
N. Y., 1914, April. By Surg., Gynec. & Obst. 
The author’s aim is to give a picture of the present 
status of this interesting disease in all its details 
and phases, as heretofore no exhaustive treatise 
has appeared in the English language on the sub- 
ject. The pathological anatomy, etiology, symp- 
tomatology, diagnosis, and indication for operation 
are thoroughly gone over. 

Regarding treatment, it may be said that bron- 
chiectasis is to-day a surgical disease, inasmuch as 
medical, hygienic, and specialistic treatment by the 
laryngologist can merely alleviate some of the 
symptoms, but cannot cure the disease. Still, it 
must be considered a borderland trouble, because, 
after operation, the patient should pass into the 
hands of the internist and laryngologist for further 
treatment. It must be borne in mind that bron- 
chiectasis is an affection of the bronchial tree, not 
of the pulmonary parenchyma, and that, therefore, 
methods which have proven of benefit in tuber- 
culosis cannot have the same effect in this disease. 
Larger cavities of the lung, produced by the con- 
fluence of a number of smaller ones, are of course 
best treated by a free incision, pneumotomy, as in 
pulmonary abscess. In localized troubles a cure 
has been observed in a number of cases. The 
principal treatment is represented by the so-called 
prolapse-therapy. This can be done in various 
ways: Compression of the lung by means of gas, 
fat tissue or plombs, thoracoplasty and_phrenic- 
otomy. Thus it has been shown that in somewhat 
advanced cases, insufflation of the pleural cavity 
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with nitrogen is absolutely useless. Somewhat 
better results are promised by the loosening of the 
lung in conjunction with costal pleura, from the 
endothoracic fascia (pneumolysis); and filling of 
this cavity with a transplant of fat tissue or omen- 
tum, kept in cold storage (Tuffier). A paraffin 
plomb often 500 to 1500 grammes in weight may also 
be of use. 

Thoracoplasty, with the resection of a number 
of ribs, has been found to give good results in a 
certain number of cases. 

The loosening of the lung from its adhesions with 
the pleural cavity and fastening its base further up 
on the diaphragm, giving the complementary space 
a chance to close by granulation, has been found of 
benefit in one case by Garré. 

Sauerbruch and Bruns’ method of ligating 
branches of the pulmonary artery, which has been 
done seven times by him and three times by the 
author of the paper, produces marked connective- 
tissue formation in the affected lobe, and firm ad- 
hesion between the pulmonary and costal pleura, 
thus allowing the lobe to be compressed by thora- 
coplasty, to be performed later on. However, in not 
a single case was a real cure obtained, although 
expectoration was reduced 1 to 3 ounces in 24 
hours. The quantity of this expectoration may be 
still further reduced by reduction of the fluid in- 
gested (thirst-cure), and the character of the 
expectoration further improved by the inhalation 
of superheated medicated air, with the help of the 
hot-air douche, or by the direct application of fluids 
blown into the bronchi by means of various ap- 
paratus. 

Only the removal of the diseased lobe or lobes of 
the lung — pneumectomy — can really cure these 
patients, and the efforts of surgeons interested in 
this chapter will certainly have to be continued in 
the direction of overcoming the obstacles to this 
radical interference, which, however, at least for 
the present, must be the last resort. 

There are eight pneumectomies for bronchiectasis 
on record, with a mortality of 50 per cent. 


PHARYNX AND CSOPHAGUS 


Green, N. W.: An (sophagoscope with Direct 

Outside Illumination. Ayn. Surg., Phila., 1914, 

lix, 195. By Surg., Gynec. & Obst. 

An cesophagoscope is described which was con- 

ceived and used by the author with the idea (1) of 

obtaining a strong projected illumination with a 

minimum of light reflexes, (2) of having electrical 

connections as simple as possible, and outside the 

tube, and (3) to be able to sterilize the entire in- 
strument, except the ocular and electric light. 

M. CHASE. 


579 


ABDOMINAL WALL AND PERITONEUM 


Hartmann, J.: Sensitiveness of the Peritoneum 
and the Abdominal Fascia (Zur Sensibilitit des 
Peritoneums und der Bauchfascien). Miinchen. 
med. Wchnschr., 1913, |x, 2720. 


By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


The author, in order to determine the relative 
sensitiveness of the different human tissues, had 
himself operated on for an umbilical hernia without 
anesthesia. In this operation he observed that 
the laying bare of the fascia when done with a sharp 
knife was almost painless, but when the scissors 
were used there was pain. On cutting the edges of 
the fascia the pains were similar to those of an 
electric shock; they appeared in a circle around the 
ring of the hernia and then irradiated to the left 
and downward toward the penis. This relative 
appearance of the pain, which was the same at 
whatever place the fascia was cut, he regards as 
typical for fascia. He says that the sensitiveness of 
the parietal peritoneum was much less than that 
of the fascia. Ligation of the omentum was only 
slightly painful, and the sponging of the tissue was 
much more painful than the knife. He believes 
that a man with strong will could for the sake of 
experiment have his appendix removed without 
anesthesia, which would give valuable information 
in regard to the sensitiveness of the inflamed 
peritoneum of the abdominal cavity. Giass. 


Hirano, T.: Practical Experience in the Use of 
Horse Serum to Increase the Resistance of the 
Peritoneum to Infection (Uber die praktischen 
Erfahrungen von Anwendung des Pferdeserums zur 
Resistenzvermehrung des Peritoneums gegen Infek- 
tion). Deutsche Ztschr. f. Chir., 1913, cxxiv, §25. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 


The author’s work is a further contribution to the 
attempts to increase the resistance of the perito- 
neum by creating a leucocytic reaction. Normal, 
non-specific horse serum was injected intramus- 
cularly in 34 patients: adults were given 40.0, 
children half as much. It was used exclusively in 
abdominal diseases, 10 of which were not operated 
on, but the effect of the serum in these cases was 
not definite. In continuous severe infections it had 
no results, but in post-operative irritations of the 
peritoneum it had a favorable effect. The author 
thinks he is justified in asserting that the injection 
of horse serum increases the resistance of the 
peritoneum and he recommends it as an adjuvant 
and preventive of infection. KREUTER. 


Credé, B.: Antiseptic Treatment of Peritonitis 
(Antiseptische Behandlung der Peritonitis). iin- 
chen. med. Wcehnschr., 1913, Ix, 2117. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 


The author recommends the treatment of diffuse 
peritonitis by a method which he has used for ten 
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years and by which he has decreased the mortality 
of his cases to 28 per cent. The method consists in 
drainage of the abdominal cavity, without preceding 
eventration or irrigation, by means of silver-gauze 
drains in several directions. Local and_ general 
disinfection is accomplished by pouring 20 to 50 gm. 
of a one per cent collargol solution into all the 
diseased parts of the abdominal cavity and on all 
the intestinal loops, and general sepsis is combated 
by putting two or three 0.05 collargol tablets in the 
gauze tampons. These tzblets act energetically, 
by absorption, as intravenous injections. He also 
gives intramuscular injections of senna after the 
operation and gives salt solution abundantly, sub- 
cutaneously, intravenously, and per rectum, by 
the drop method. He adds 50 ccm. of a to per 
cent calodal solution to every 500 ccm. of the salt 
solution. BLEZINGER. 


Lebedeff, G. I.: Menge’s Radical Operation for 
Hernia of the Linea Alba (Radikaloperation der 
Hernia albe nach Menge). Ztschr.f.Geburtsh. 
u. Gyndk., 1913, XXvili, 1541. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 

The patient was a 38-year-old II-para, whose 
last delivery had been 5 years before. After the 
first delivery the patient had noticed a slight swell- 
ing to the left of and below the umbilicus. After 
each successive delivery it became larger and at 
the time of examination was as large as the head of 

a new-born infant. There were attacks of severe 

pain and a rise in temperature. The operation 

consisted of a transverse incision through the highest 
point of the hernia 25 cm. long; the hernial sac was 
freed, and the peritoneum opened — the content 
of the hernia was found to be omentum and in- 
testine. The hernial sac and atrophic tissue to- 
gether with some skin were removed, and the edges 
of the rectus muscles were laid bare and removed 
from their sheaths. The posterior aponeurosis was 
atrophic. The suturing was done in three layers, 
viz., (1) suture of the peritoneum in the longitu- 
dinal direction; (2) suture of the rectus muscles in 
the longitudinal direction; (3) the anterior leaf of 
the aponeurosis was cut transversely and sutured. 

Healing was by first intention. GINSBURG. 

Landmann, K.: Menge’s Radical Operation for 
Umbilical, Subumbilical, Epigastric, and 
Post-Operative Hernias of the Linea Alba 
(Uber cie Radikaloperation der umbilicalen, sub- 
umbilicalen, epigastrischen und _ postoperativen 
Hernien der linea alba nach Menge). Dissertation, 
Heidelberg, 1913. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


Ten years ago Menge emphasized the advan- 
tages of uniting the rectus sheath transversely and 
the muscle vertically. To avoid weakening the 
midline by the splitting of the anterior sheath of 
the rectus he proposes a modification. 
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Menge’s typical operation is as follows: Trans- 
verse skin incision; laying bare and trimming of 
the hernial ring; tying off the sac; transverse inci- 
sion through the anterior sheath of the rectus, and 
shelling out of the muscle; then a vertical incision 
through the posterior sheath of the rectus and the 
peritoneum; vertical suture of the peritoneum alone 
or with the posterior aponeurosis; union of the recti 
in the midline; and transverse suture of the fascia 
and skin. He has used this operation in his clinic 
in 58 cases; 6 umbilical hernias; 21 hernias of the 
linea alba, one of which was not operative; in 2 
cases hernia of the linea alba together with one of 
the umbilicus; in one case of umbilical hernia asso- 
ciated with epigastric hernia; in the other 9 cases 
there was only marked diastasis of the rectus muscle 
and in 7 of these cases there was a decidedly pen- 
dulous abdomen. In 18 patients another operation 
was performed at the same time: in 10 cases through 
the same laparotomy opening; 6 times there were 
subcutaneous hematomata, but no subfascial ones; 
death resulted in 2 cases, once from peritonitis and 
once from thrombophlebitis in a pregnant woman. 
The presence of a hernia is only a secondary 
indication for Menge’s operation if there is diastasis 
of the rectus muscle or pendulous abdomen, for the 
symptoms of these abnormalities of the abdominal 
wall are often quite as important as those caused 
by the hernia, and Menge’s operation is designed 
not only to remove the hernia but to restore the 
normal anatomical condition of the abdominal wall. 
He believes his operation is indicated even in very 
small hernias. Of the first 48 cases operated on, 
14 were free of symptoms when examined later. 
The chief advantages of Menge’s operation are: 
(1) The use of the transverse fascia incision; (2) 
Biondi’s crossed lines of suture; and (3) the plastic 
operation on the abdominal wall to cover the hernial 
opening. Fritz Loes. 


GASTRO-INTESTINAL TRACT 


Rodman, W. L.: 
1914, Ixii, 590. 

Rodman reports an interesting case of gastric 
tetany, which came on eleven days after a success- 
ful drainage operation, at which time the stomach 
was markedly dilated and a large ulcer was found on 
the distal side of the pyloric vein. This patient 
made a satisfactory recovery, leaving the hospital 
31 days after the operation, and is well to-day. 

It is interesting to note that in practically all of 
these cases, observed closely either at operation or 
at necropsy, there has been a dilatation of the 
stomach, and this has been consecutive either to a 
benign or malignant obstruction of the pylorus. 

None of the theories as to the etiology of this 
disease are entirely satisfactory, but Robson be- 
lieves that gastric tetany is due to an absorption of 
stagnant contents of a dilated stomach which 
poisons the nerve-centers and thereby increases 
reflex irritation. 


Gastric Tetany. J. Am. M. Ass., 
By Surg., Gynec. & Obst. 
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Medical treatment is practically a failure. 
According to Brown and Engelbach, at least 88 per 
cent of the cases die. Surgical treatment is usually 
successful. It consists of a drainage operation to 
relieve the over-distended and irritable stomach. 

Frequent and thorough lavage of the stomach does 
a great deal of good in lessening the number and 
severity of gastric spasms and general convulsions, 
but does not prevent them. 

Rodman is unable to explain the presence of pints 
and occasionally quarts of the greenish secretion 
which would usually be removed from the patient 
in whose stomach were two openings, a patent 
pylorus and a gastro-enterostomy more than two 
and one-half inches in width, and in whom obstruc- 
tion, due to kink in the jejunum could be eliminated. 

Buttermilk was the ideal nourishment in this 
case. Other foods apparently caused fermentation, 
soon followed by nausea, eructations, and vomiting, 
conjoined with depression and evidences of general 
toxemia. Leo G. Dwan. 


Cole, L. G.: The Positive and Negative Diagnosis 
of Gastric Cancer, by Means of Serial Réntgen- 
ography. JN. Y. M. J., 1914, xcix, 305. 

By Surg., Gynec. & Obst. 

The author compares the method of diagnosis by 
serial réntgenography of gastric carcinoma with 
exploratory laparotomy. His opinions are based 
on a study of 616 cases, 97 of which underwent 
operation. He considers the diagnosis can be made 
with as great a degree of accuracy, and the réntgen- 
ological method has the advantage of being without 
risk to the patient. 

Ordinary réntgenoscopy or réntgenography will 
not suffice for diagnosing small indurated ulcers or 
early carcinoma. The author is not content with 
less than 40 réntgenograms, and he frequently makes 
70 or 80. ‘These are made with the patient in the 
prone and erect postures and at various intervals 
after the ingestion of the barium. The plates should 
be set up and studied individually and collectively 
and superimposed for comparison. The réntgen- 
ological diagnosis is based on permanent, constant 
deformities in the gastric wall which interfere with 
the progression of the peristaltic wave pylorusward. 
The appearance depends on the nature and form oi 
the growth. This method of diagnosis is of value 
also in advanced cases, for by it the location and 
extent of a tumor and the surgical procedure can 
be determined. Exploratory operations in_in- 
operable cases can in most cases be rendered un 
necessary. Ww. A. Evans. 


Cole, L. G.: The Diagnosis of Postpyloric or 
Duodenal Ulcer by Means of Serial Radiog- 
raphy. Med. Press & Circ., 1914, xcvii, 143. 

By Surg., Gynec. & Obst 

The author bases his diagnosis of “ postpylori: 
ulcer,” i. e., an ulcer occurring in the first portion ©: 
the duodenum, upon constantly recurring deformi- 
ties of the cap or sphincter caused by the induratio: 


or cicatricial contraction surrounding the crater of 
the ulcer. There may be associated a pouching or 
dilatation of the uninvolved portion of the cap, and 
this pouch may retain a portion of the bismuth meal 
for an extended period after the stomach has 
emptied itself, constituting an additional indication 
of the presence of an ulcer. 

Little reliance is to be placed on so-called “‘flecks”’ 
where bismuth is supposed to adhere to the ulcer. 
Healed ulcers may cause definite irregularities which 
can be shown réntgenographically, but which are 
with difficulty detected at operation or autopsy. 

Adhesions to the cap secondary to gall-bladder 
disease may cause distortion which cannot be dif- 
ferentiated exclusively by the réntgen ray from those 
due to postpyloric ulcer. Hartunc. 


Kolb, K.: Wilms’ Method of Ligating the Pylorus 
with Fascia: Ligamentum Teres and Omen- 
tum as a Substitute for Unilateral Exclusion 
of the Pylorus (Uber die Ersatzmethoden der 


unilateralen Pylorusausschaltung: Pylorusum- 
schniirung mittelst Fascie, Ligamentum teres 
hepatis und Netz nach Wilms). Beitr. klin. 


Chir., 1913, \xxxviili, 1. 
By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

The author discusses the steps which have led 
from Von Eiselsberg’s unilateral exclusion of the 
pylorus to the much less harmful method of ligating 
the pylorus, and cites Bogoljuboff’s experiments, 
which in 1908 showed the possibility of producing 
stenosis of the intestine by means of transplanted 
strips of aponeurosis. 

Independently of Kolb, Wilms began his experi- 
ments in 1911, to close the pylorus in ulcer of the 
duodenum with transplanted fascia, and with his 
scholars developed the method experimentally. 
Fascia lata was used without producing any harmful 
effects to the place from which it was removed. 
The pylorus was brought together with strips, 3 
cm. broad and 8 to 19 cm. long, so that the mucous 
surfaces were in apposition. 

The secondary contraction of the fascia—cica- 
tricial contraction—which the author had demon- 
strated in animal experiments, made a firmer 
ligation unnecessary. The place where the strips 
of fascia crossed was fixed with a suture, and the 
ends were sutured to the ring of fascia, and the 
latter kept from being displaced by being fastened 
with sutures to the serous and muscular coats of 
the pylorus. 

Of 15 cases of ligation of the pylorus which the 
author describes in detail, 9 were ulcer of the 
duodenum or pylorus; 1 ulcer of the stomach; and 
5 dilatation of the stomach and stenosis of the 
pylorus from adhesions. The cases and modifica- 
tions of the operation by other authors are also 
considered. 

He reports a case of ligation of the pylorus with 
ligamentum teres and three in which omentum was 
used; the ligamentum teres was used in the same 
way as the fascia only it was drawn tighter. In 
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using the much less elastic omentum the pylorus 
was crushed, ligated with a silk-suture and the 
omentum fastened in the same way as the strips 
of fascia. The postulate that the pylorus shall be 
impenetrable to chyme and the duodenum shall 
not fill even after hours was completely fulfilled. 
The examinations extended to 148 days after the 
operation. 

From his experiments, Kolb thinks ligation with 
fascia is the safest method, and that bad results 
can come only from errors in technique; omentum 
is the next best material. Judgment cannot be 
passed as to ligamentum teres as the author’s case, 
in which the result was satisfactory, is the only 
one known. Wo rr. 


Whipple, G. H., Stone, H. B., and Bernheim, B. M.: 
Intestinal Obstruction. III. The Defensive 
Mechanism of the Immunized Animal against 
Duodenal Loop Poison. J. Exp. Med., 1014, 
XIX, 144. By Surg., Gynec. & Obst. 

The authors found that an immunity was produced 
in dogs against lethal doses of duodenal loop poi- 
son by means of repeated small doses of the loop 
fluid from dog, cat, or human. The immunity dis- 
appears in a few weeks. The sera of immune dogs 
were found to be inactive when incubated with 
duodenal loop fluid. The organ extracts and 
emulsions from immune dogs rapidly destroy the 
loop poison during incubation iz vitro. 

James F. CHURCHILL, 


Whipple, G. H., Stone, H. B., and Bernheim, B. 
M.: Intestinal Obstruction. IV. The Mech- 
anism of Absorption from the Mucosa of 
Closed Duodenal Loops. J. Exp. Med., 1914, 
Xxx, 166. By Surg., Gynec. & Obst. 

The authors have shown in previous papers that a 
toxic substance is formed in a closed duodenal loop. 

The experiments of the present paper show that the 

intoxication is identical whether the loop is left 

empty at operation or is filled with a lethal dose of 
loop fluid. This emphasizes the fact that absorption 
of the poison is essentially from the mucous mem- 
brane rather than from the contents of the closed 
loop. The intoxication is not influenced by the pres- 
ence of bile, pancreatic secretion, or gastric juice. 

Cessation of the normal flow of intestinal fluids 

which bathe the mucous membrane may be essen- 

tially responsible for the perverted activity of the 
mucosa and secretion of a toxic substance in the 
blood. James 


Hausmann, T.: Different Forms of Cecum Mobile 
(Die verschiedenen Formen des Ceecum mobile). A iff. 

a. d. Grenzgeb. d. Med. u. Chir., 1913, xxvi, 695. 
By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 
The author distinguishes the following various 
kinds of movable cecum: (1) Caecum mobile due 
to a long common mesentery, in which the cecum 
can easily be pulled far out of the abdomen on 
laparotomy. (2) mobile due to flaccid, 
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slack retrocecal tissue and short, elastic mesentery. 
(3) Caecum mobile with a short cecal mesentery, 
but a long mesentery of the ascending colon and 
hepatic flexure. This form permits a marked dis- 
placement of the ascending colon and_ hepatic 
flexure to the left, and the caecum is twisted on its 
long axis so that its head is directed toward the 
right and its long axis runs from below on the 
right, upward, and to the left. 

Cecum mobile is frequently not recognized be- 
cause of the short cecal mesentery, but as it may 
cause serious symptoms, the author recommends 
operative treatment. The surgeon must not be 
content, on opening the abdomen, to ascertain the 
length of the cecal mesentery, but must examine 
the conditions of fixation of the hepatic flexure and 
ascending colon. NEUPERT. 


Sonnenburg, E.: Changes in Views Regarding 
Appendicitis (Die Appendicitis einst und jetzt). 
Berl. Klin. Wehnschr., 1913, 1, 2313. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

There have been great advances in the knowledge 
of appendicitis (1) in a correct understanding of 
acute appendicitis, the operative treatment of its 
early stages and avoidance of complications; (2) 
an increased understanding of the peritonitis that 
accompanies appendicitis; (3) a clearing up of the 
differential diagnosis of chronic inflammatory pro- 
cesses in the ileocecal region. 

Sonnenburg does not entirely agree with Aschoff 
that every case of appendicitis begins with a phleg- 
monous inflammation of the walls; he believes that 
the attack of appendicitis is often an extension from 
the colon, or that a cumulation of toxic substances 
or bacteria in the lumen may lead to severe irrita- 
tion of the walls without histological changes. The 
quantitative leucocytosis shows us whether the 
body is in a position to overcome the infection. Ar- 
net’s method with Kothe’s modification is valuable 
in this particular. 

The theories of cecum mobile and habitual torsion 
of the caecum found adherents, but catarrhal symp- 
toms, typhlocolitis, have been found to be the point 
of origin of the attacks and of the changes and 
adhesions in the ileocecal region. Collection of 
feeces in the appendix, which was formerly denied, 
is now recognized. It is now a recognized fact that 
the so-called chronic appendicitis is often to be 
attributed to inflammations of the cecum and 
ascending colon with adhesions and kinks, and 
swelling of the lymphatic glands, and that moreover 
chronic appendicitis may be cured by removing the 
sources of disturbance in the region of the hepatic 
flexure. Zur VERTH. 


Adami, J. G.: Chronic Intestinal Stasis, ‘‘ Auto- 
Intoxication’? and Subinfection. Colo. Med., 
1914, Xi, 34. By Surg., Gynec. & Obst. 


Adami discusses in detail and seeks for the 
etiological factors of the many symptoms which 
result directly from the so-called ‘‘auto-intoxica- 
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tion” of chronic intestinal stasis. He states that 
Lane has recorded no less than seventeen outstand- 
ing symptoms as directly due to stasis, together 
with eight maladies indirectly due to the same 
cause. These, it is said, are merely the most im- 
portant results of stasis. 

Lane brought forward, says Adami, 17 patients 
and their case reports as evidence that these various 
conditions can be cured or definitely ameliorated by 
short-circuiting the large intestine; by removal of the 
colon, or by insertion of the lower end of the ileum 
into the pelvic colon; by removal of obstructing 
bands, or by performance of gastrojejunostomy to 
overcome duodenal obstruction; and Adami says: 
“To-day I want to consider, not as a clinician, but 
as a pathologist, how far we may reasonably accom- 
pany Sir Arbuthnot; to what extent his doctrine is 
to be accepted.” 

The term “‘auto-intoxication” as applied first by 
Bouchard in 1887 is a misnomer and is not used to 
designate alone the poisonings due to excess or defect 
of the products of metabolism, to the disordered 
working of the body-cells themselves or to disintegra- 
tion of cells or the products of dissociation of dead 
tissue, but it is rather employed to designate poisons 
produced by invading bacteria or toxins absorbed 
from the intestinal tract which later is in reality 
extrinsic to the body; and Adami, in short, calls it 
‘‘a means to cloak our ignorance in a garment of 
pretended knowledge.”’ 

Adami believes that Lane has not gone far enough, 
for he states that in a long survey of the anatomical 
relationships of the viscera, Geddes finds that con- 
stantly where he has encountered Lane’s and other 
bands of like nature, he has found a lax abdominal 
wall with more or less atrophy of the recti and other 
muscles, and that the cause of visceral displacement 
is lack of due support; to remedy this should be 
the first object of preventive medicine and surgery 
It is the author’s belief that these bands are non- 
inflammatory in origin and are formed by what he 
calls stress hypertrophy of the connective tissues 
produced by the pull of the badly supported bowe! 
on its mesenteric attachments. 

In removing the colon or putting it out of use by 
short-circuiting as Lane suggests, because he con 
siders it a ‘‘cesspool”’ of the body, is a fallacy, be- 
cause the colon absorbs great quantities of fluid: 
which contain much foodstuffs in a soluble state 
and this concentration arrests bacterial activity. 
Putrefaction is also prevented and most of the 
bacteria in the feces are dead without having under 
gone lysis. Adami suggests that abdominal massay 
may be a better way of restoring the natural tone ‘ 
the walls and viscera. 

Intestinal intoxication may be attributed to an 
of the three following causes: (1) The products 
disintegration of foodstuffs by the digestive juicc- 
(2) the products of disintegration of foodstuffs | 
bacterial activity; and (3) the ectotoxins discharg: | 
by the intestinal bacteria. 

For the first condition Adami says that, in | 


light of our present knowledge, it is not the digestive 
fluids that by their action on foodstuffs induce 
Lane’s symptoms. Concerning the products of 
disintegration by bacteria, the indol group, contain- 
ing scatol, phenol and cresol are the only poisonous 
substances to be considered; and these are not taken 
up or absorbed by the colon, for when indican occurs 
in the urine in any considerable quantity it means 
that there is an intestinal obstruction high up, above 
the ileocecal valve. It is interesting that, under 
the third condition,—namely, bacterial ectotoxins,— 
we find that the bacteria usually found in the in- 
testinal tract have no ectotoxins, and as they do not 
undergo bacteriolysis, according to Vaughan, no 
endotoxins are formed. 

The main issue of Adami’s paper and the point 
that he lays most stress upon is that all the symp- 
toms, or nearly all cited by Lane, may be explained 
by subinfection. He calls attention to the fact that 
where Lane made blood cultures on his cases of 
stasis he found them positive, either bacillus coli or 
a streptococcus being present. As regards the 
rheumatic aches and myositis he cites the work of 
Rosenow in Chicago in which he isolated a strain of 
streptococcus with which he was able to cause 
lesions of myositis in animals. In a like manner 
it has been shown that infections with bacillus coli 
will cause subnormal temperature and mental 
symptoms. 

Thus Adami concludes that it is more rational to 
regard the evil effects of intestinal stasis as a result 
of conditions favoring subinfection and low forms of 
infection, than as a result of chronic intoxication. 
The nature of the organism responsible for the 
disturbance and its probable seat of entry should be 
discovered and other means of procedure taken, be- 
fore operation is advised. EUGENE Cary. 


Case, J. T.: The Réntgenologic Findings in Malig- 
nant Obstruction of the Colon. Lancet-Clin., 
IQT4, CXi, 216. By Surg., Gynec. & Obst. 

In a discussion of this rare condition, Case advises 
the bismuth examination of the entire alimentary 
tract, inasmuch as the malignant disease of the 
colon is usually metastatic or due to an extension 
from the stomach, pancreas, or gall-bladder. He 
advises the réntgen study of a suspected bowel ob- 
struction before the introduction of any bismuth, 
because there is often a very marked gas distention 
of the colon permitting its delineation from the 
cecum to the seat of the obstruction. 

When the patient is before the vertical fluoro- 
scope it is often possible to note the levels of air and 
fluid in the two limbs of the splenic flexure and 
thereby determine the presence of antiperistalsis by 
noting the change in the fluid level. Case maintains 
that the prevailing peristaltic activity in the right 
half of the colon, even under normal conditions, is 
antiperistalsis, which is normally interrupted by 
strong peristaltic waves in the onward direction, 
which carry the food from the right half of the bowel 
into the left half, where the peristaltic influence is 
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distalward. In cases of acute or chronic colonic 
obstruction there is exaggerated antiperistalsis, and 
Case believes this to be a sign of serious bowel 
obstruction. 

In suspected colonic obstruction he favors the 
study of the colon with the bismuth enema first. 
upon a horizontal fluoroscope of the Haenisch type. 
His opaque enema consists of barium sulphate, 3 02z.; 
alcohol, 2 dr.; gum tragacanth, 140 gr., and water, 
2 pts., at a temperature of 100° F. The onward 
progress of the head of the entering enema should be 
carefully watched inch by inch. Even in early 


carcinomata it will be found that the head of the. 


column halts at the sight of the tumor, and the 
distal colon balloons out under the pressure of the 
bismuth injection. After a few moments a finger- 
like bismuth shadow may be observed, appearing a 
little distance beyond the apparent head of the 
bismuth column; afterwards the bismuth may pass 
on and completely fill the colon. The finger-like 
process which one observes in these cases represents 
the bismuth in the narrowed lumen of the bowel 
corresponding to the site of the tumor. Except in 
the very smallest lesions there will be most likely 
a filling defect in the shadow of the large bowel 
corresponding to the location of the growth. 

The significant X-ray finding in these cases in 
connection with the bismuth meal is stasis above the 
sight of the tumor, often accompanied by dilatation 
above the site of obstruction. Frequently faecal 
masses in the bowel proximal to the carcinoma itself 
often lead to erroneous conclusions, as to the 
actual size and site of the neoplasm, and the in- 
clination is to estimate the site of the tumor to be 
higher than it really is. Waiting twenty-four hours 
until the facal tumor or mass is invaded by bismuth 
is advisable. Case summarizes the X-ray findings 
in carcinoma of the large bowel as follows: 

1. Exaggeration of the normal antiperistalsis, 
giving the appearance of ‘peristaltic unrest”’ to the 
bismuth content above the site of the obstruction. 

2. Arrest or hindrance in the onward progress of 
the bismuth meal. 

3. Arrest or noticeable hindrance in the ascent of 
the bismuth stream when a bismuth enema is given. 

4. Coincidence of a palpable tumor with the 
point of hindrance in the progress of the bismuth 
meal or the bismuth enema. 

5. A filling defect in the shadow of the bismuth 
filled colon. Frequently the filling defect is digi- 
tated, indicating a cauliflower growth; at times it 
may be annular so that an annular carcinoma may 
be diagnosed. 

6. The amount of bismuth enema which may be 
injected is often indicative of the site of the lesion. 

7. The colon is often markedly distended by gas. 
and gas collections are seen surging backward and 
forward, due to the alternations of peristalsis and 
antiperistalsis. 

8. Marked ileal stasis when the neoplasm in 
volves the cecum, ileocecal valve, or the first part of 
the ascending colon. 
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Attention should again be drawn to the fact that 
not all the foregoing signs are necessarily charac- 
teristic of malignant bowel obstruction; they are 
most of them true of many forms of serious benign 
bowel obstruction. EDWARD SKINNER. 


Lardennois, G., and Okinczyc, J.: The Dissection 
and Preservation of the Great Omentum in 
Total or Partial Colectomy (La Libération et la 
conservation du grand épiploon dans les colectomies 
totales ou subtotales). Bull. et mém. Soc. Anat. de 
Par., 1913, XV, 429. By Journal de Chirurgie. 


In the description of two cases of partial colectomy 
the authors emphasize the special method of opera- 
tion they employed with a view to sparing the great 
omentum. The great omentum is made up of two 
layers, the one direct, the other reflected, which 
become adherent to one another and to the upper 
surface of the transverse mesocolon. The vessels of 
the omental and mesocolic layers remain independent 
of one another and the two layers can be separated 
without injuring any important vessels. 

To proceed safely with this dissection the border 
of the omentum should be raised to the level of the 
flexures of the colon and the splitting be made from 
without inwards. This is more difficult when there 
are inflammatory adhesions, but the authors believe 
it is almost always possible. 

This method, which is applicable in extensive co- 
lectomies for other conditions than cancer or tuber- 
culosis, has the following advantages: (1) The 
freeing of the great omentum brings the colic arteries 
into view and allows of their isolation without 
making large pedicles. (2) After removal of the co- 
lon the omentum spontaneously covers over the 
incisions in the mesocolon. (3) Its mass sustains 
the abdominal viscera which show a tendency to 
prolapse because of the extensive resection. More- 
over, it is important to the abdominal cavity to pre- 
serve this organ, for its defensive powers are well 
known. P. Masson. 


Mayo, C. H.: Factors of Safety in Intestinal 
Surgery. 10914, xviii, 65. 
By Surg., Gynec. & Obst. 

Attention is called to certain factors of safety 
associated with surgery of the gastro-intestinal 
tract. 

In the treatment of cases of gastric dilatation, 
the stomach should be kept empty and washed at 
least every four hours, three or four times, or until 
the contents show that a longer interval will suffice. 
To relieve the congestion of the superior mesenteric 
artery, the patient should be turned on his side or 
even upon his abdomen. 

Following anterior gastro-enterostomy, angulation 
of the bowel throwing an undue amount of bile into 
the stomach may occur and should be prevented. 
A good plan in these cases is to unite the intestine 
to the stomach one inch on either side of the open- 
ing; the bowel thus runs past the opening in the 
stomach instead of hanging from it. 
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In performing jejunostomy in cases in which a 
large portion of the stomach is involved, the method 
of inserting a rubber tube into the jejunum which 
is attached to the abdominal wall at the point of 
entrance makes an effective method of feeding. 

Enterostomy may be an important procedure as 
a safety valve in cases of obstruction of the bowel 
following abdominal operations. The administra- 
tion of rectal fluids are necessary adjuncts in the 
treatment of various types of these cases. 

In many cases of cancer of the large bowel in 
which obstruction has occurred, relief may be ob- 
tained from gases anterior to the obstruction by 
appendicostomy, passing a catheter through it into 
the cecum. In addition, it may be advisable to 
thoroughly divulse the sphincter ani and _ possibly 
divide the muscle. 

In posterior extirpation of the rectum for cancer 
the sigmoid should be left tied to obstruct for three 
days. Whether or not it be left as a sacral anus or 
drawn through the anal ring and attached about the 
structure, contamination of the surface of the wound 
will be prevented and healing greatly hastened. 


LIVER, PANCREAS, AND SPLEEN 


Thompson, J. E.: Pleural and Pulmonary Com- 
plications in Tropical Abscess of the Liver. 

Tr. Am. Surg. Ass., N. Y., 1914, April. 
By Surg., Gynec. & Obst. 


The influence of the absence of peritoneum over a 
part of the upper surface of the liver on the extension 
of infection towards the pleural cavity was dis- 
cussed and it was concluded that the presence of the 
peritoneal cavity is no barrier. but that infection 
spreads with equal ease in all directions. 

Infection of the lung and pleura occurs in one of 
two ways: (1) by direct extension, (2) by metastasis. 
The former method is by far the commonest. Meta- 
static abscesses have been found not only in the 
lungs but in the brain. 

When the abscess opens into the pleural cavity, 
it may do so either gradually or suddenly, the former 
method being the rule. 

If the abscess penetrates the lung and opens into 
a bronchus, the patient spits up chocolate-colored 
pus, the quantity being sometimes very considerable. 
Spontaneous cures have been reported where the 
abscess was completely evacuated by this route; it 
is, however, a rare termination. Usually the liver 
abscess empties itself partially and continues to 
drain intermittently through the lung. Ameebic 
infection spreads to the lung and produces cavitation 
there. In many instances the liver abscess heals 
completely, but the cavity in the lung persists and 
increases in size, eventually killing the patient. In 
such instances the patient spits chocolate-colored 
pus to the end, the source of the pus being the 
cavity in the lung. 

The prognosis is very unfavorable. Many author- 
place it as high as 84.8 per cent. The author’s 
mortality was 45.4 percent. If, however, every cas 


could be followed it would be found that at least 57 
per cent died from the complication. 

The treatment was considered under two heads: 

1. Purulent extravasations into the pleural cavity 
should always be drained, and an attempt made to 
place a drainage tube into the abscess cavity in the 
liver. 

2. Abscesses opening directly into the lung 
should be treated conservatively for a time, because 
some heal spontaneously. If, however, they drain 
badly and the patient is losing ground, they should 
be attacked boldly by the transpleural operation 
and the cavities in both the lung and the liver 
drained. 


Cole, L. G.: The Réntgenographic Diagnosis of 
Gall-Stones and Cholecystitis. Surg., Gynec. 
& Obst., 1914, xviii, 218. By Surg., Gynec. & Obst. 


The réntgenographic indications for gall-stones 
may be either direct or indirect. Direct evidence 
consists of a characteristic localized area of increased 
density, corresponding in size and shape with a cal- 
culus. Indirect evidence is afforded by an altera- 
tion in the lumen of the stomach, cap or hepatic 
flexure of the colon, caused by adhesions from an 
accompanying cholecystitis. In 30 per cent of the 
cases examined, the lesion was detected solely by 
indirect evidence, and in 60 per cent of the cases the 
indirect evidence was a most important factor. 

Gall-stones must be differentiated from renal 
calculi and other calcareous bodies such as calcified 
costal cartilages. Biliary calculi show more dis- 
tinctly and appear smaller when the plate is placed 
on the abdomen than when it is placed on the back. 
The opposite is true of renal calculi. 

When there is a calcareous coating to a cholesterin 
nucleus, biliary calculi cast a ringlike shadow, while 
renal calculi seldom if ever have this appearance. 
When three or more biliary calculi are present they 
are likely to have faceted surfaces, which are readily 
recognized réntgenographically. If more than one 
renal calculus is present, one is usually larger than 
the others. Moving the tube from side to side 
alters the relation of a biliary calculus to the kidney, 
but it does not alter the relation of a renal calculus 
to the kidney. 

Adhesions from cholecystitis so closely resemble 
adhesions and cicatricial contraction from prepyloric 
or postpyloric (duodenal) ulcer that it is sometimes 
dificult to differentiate between them. Gall- 
bladder infection is usually more extensive. It 
involves the greater curvature and draws the 
stomach to the right, causing an angulation of the 
cap. The cap may be involved in the adhesions, 
but not more so than the pyloric end of the stomach. 
There is no evidence of a localized area of induration 
of the cap, and obstruction of its lumen is not as 
frequent as in cases of duodenal ulcer. 

Indirect evidence of gall-stones is of more clinical 
value than the detection of the calculi themselves, 
because the adhesions represent an accompanying 
infection, requiring surgical intervention, while a 
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gall-stone without infection may remain in the gall- 
bladder indefiniteiy without causing symptoms. 

Gall-stones may be detected often enough to 
justify a réntgenographic search for them, but the 
absence of any direct evidence does not justify a 
negative diagnosis and should not prevent surgical 
intervention, provided it is clearly indicated by the 
history. 


Eppinger, H.: Pathology of the Function of the 
Spleen (Zur Pathologie der Milzfunktion). Ber!. 
klin. Wehuschr., 1913, 1, 1509. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

Several cases in which splenectomy was_per- 
formed for hypertrophy of the spleen form the basis 
of the following conclusions: 

1. The icterus from which patients with hyper- 
trophied spleen often suffer generally disappears 
after splenectomy. By measuring the iodine in 
the lipoids of the blood freed from cholesterin, the 
author confirmed King and Medak’s assertion that 
there is a parallelism between hemolytic processes 
and a high iodine content. The iodine content 
sinks after removal of the spleen, and the fat con- 
tent of the blood increases, as experiments on dogs 
have also shown. Blood examination showed very 
high iodine content in pernicious anemia, cirrhosis 
of the liver, hemolytic icterus, and cardiac stasis. 

2. It is desirable in clinical blood examination 
to take account of the number of erythrocytes formed 
and destroyed. By demonstrating the urobilin 
in the stools by Charnass’s spectrophotometric 
method, the amount of destruction of erythrocytes 
can be measured to a certain degree. There is a 
high urobilin content in primary anemia, hemolytic 
icterus, malaria, lead poisoning, and pnuemonia, 
while it is low in anemia from carcinoma, post- 
partum anemia, etc. 

3. The urobilin content after extirpation of the 
spleen in hemolytic icterus and pernicious anemia 
is very much lower and the patients recover well. 

4. Splenectomy has been performed with good 
results thus far in 2 cases of hemolytic icterus, 2 
of pernicious anemia, 3 of the so-called Banti’s 
disease, 2 of hypertrophic cirrhosis of the liver, and 
1 of grave catarrhal icterus. There were no deaths, 
but after splenectomy there was often an idiopathic 
fever. 

5. The spleens in pernicious anemia and hemoly- 
tic icterus were very much alike: they were crowded 
with erythrocytes. There seems to be a parallelism 
between the hemolysis of the spleen and the amount 
of blood in it. This is true also in conditions of 
cardiac stasis, to judge from the urobilin content of 
the stools. 

6. In cases with marked hemolytic processes 
the liver also was found to be functioning pathologi- 
cally. It seems that conditions such as hypertro- 
phic cirrhosis of the liver are due to primary disease 
of the spleen; perhaps the severity of many primary 
hepatic diseases, such as alcoholic cirrhosis, depend 
on the greater or less hemolytic activity of the 
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spleen. The cases which were improved by splenec- 
tomy seem to have been characterized by an abnor- 
mal increase in splenic function. As a means of 
defense against this, an increased activity of the 
bone-marrow developed. In increased hemolysis 
therapeutic measures should not be directed toward 
the bane-marrow (tonics), but toward the spleen 
(splenectomy). G. B. GRUBER. 


MISCELLANEOUS 


Kawasoye: Anatomical Changes in the Abdominal 
and Thoracic Organs, Especially the Peri- 
toneum in Animals, after the Intraperitoneal 
Injection of Camphorated Oil (Uber die ana- 
tomischen Verinderungen an den Bauch- und Brust- 
organen, insbesondere am Peritoneum von Thieren 
nach intraperitonealer Campherdlinjektion). Arch. 
f. Gyndk., 1913, ci, 100. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 

Intraperitoneal injection of camphorated oil into 
rabbits almost always causes the _ reactive 
peritonitis described by Hoehne. The experiments 
were performed on 43 rabbits. The author agrees 


DISEASES OF THE BONES, JOINTS, MUSCLES, 
TENDONS. CONDITIONS COMMONLY 
FOUND IN THE EXTREMITIES 


Wilensky, A. O.: Injuries of the Periosteum, with 
Especial Reference to Their Relations to the 
Pathology and Repair of Fractures of the Bones. 
Am. J. Surg., 1914, xxviii, 63. 

By Surg., Gynec. & Obst. 

Injuries of the periosteum are usually associated 
with injuries of the neighboring bones or soft parts. 

After describing the histology of the periosteum 
Wilensky classifies injuries of the periosteum under 
the following heads: (1) Hematoma; (2) laceration; 
(3) injury associated with fracture; and (4) injury 
associated with dislocation. 

The repair of fractures after proper alignment, 
according to the author, depends very largely on the 
condition of the periosteum. The form and location 
of the callus also is determined by the relation of the 
periosteum to the fragments. F. J. GAENSLEN. 


Nové-Josserand, G.: Radiography of the Bones and 
Joints; Its Value in Orthopedic Surgery (La 
radiographie des os et des articulations; Sa valeur 
en chirurgie orthopédique). Arch. d’élect. med. exp. et 
clin., 1913, 449. By Journal de Chirurgie. 

The splendid advances made in orthopedic sur- 
gery in the past 20 yearsare due, for the most part, to 
radiology. In his work, which is a general review 
of the subject presented to the International Con- 
gress of Medicine in London in August, 1913, the 
author considers all the diseases that can properly 
be called orthopedic, in which deformity is the 
predominant lesion. 
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with Hoehne that this is to be regarded as a foreign 
body peritonitis. Three successive stages can be 
distinguished: (1) The stage of endothelial pro- 
liferation and leucocyte infiltration; (2) the stage 
of fibrin formation; and (3) the stage of organization 
and slow absorption of the oil. The injection of 
one-half ccm. of one per cent camphorated oil to too 
gms. of body weight does not have a toxic effect on 
the rabbit. Fat embolus of the lung cannot be ab- 
solutely excluded with this amount of oil which 
would mean 300 ccm. for a man weighing 60 kg. 
The author has never observed intestinal ad- 
hesions, though observations have been carried on 
for many weeks after injection of camphorated oil. 
The sensitiveness of the peritoneum to the oil is 
very different in different species of animals and 
even in individuals of the same species. The re- 
action also varies in strength in different areas of 
the peritoneum. The rabbit’s peritoneum reacts 
very strongly and uniformly, while in guinea pigs 
and white mice the reaction is slight and not uni- 
form, and appears to a very different degree in 
different parts of the peritoneum. RUNGE. 


He first discusses deformities of the thorax and 
spine, which are so intimately connected with one 
another, and gives the normal radiographical 
anatomy of the spine. It is to be regretted that he 
does not insist on pictures taken in profile and that 
he states, ‘‘ Views taken in an oblique position or in 
profile cannot be utilized, except in the cervical! 
region and in very young patients,” for it is well 
known that in the great majority of cases any good 
radiologist with a powerful machine can take 
extremely useful profile plates. He also passes over 
in silence two modern methods of radiodiagnosis 
which are called into service in orthopedics; first. 
stereoscopic radiography, which is of considerable 
importance in the study of malformations of bone in 
general, and second, teleradiography, which will. 
without doubt, be of increasing usefulness in this 
field. 

Kyphosis, scoliosis in youth, congenital deformi 
ties of the spine, deformities of the thorax and 
ribs, and symptomatic scolioses include the greate: 
part of the diseases in which collaboration is neces- 
sary between the radiologist and orthopedist. De 
formities of the upper limb are less important an: 
less frequent but they present some obscure point- 
Dupuytren-Madelung’s deformity, especially, 1 
quires further research to clear up its origin. Th 
réntgen rays have perhaps their greatest field « 
usefulness in affections of the lower limb, especial!: 
of the hip. A knowledge of the normal radiologic: 
anatomy of the hip is indispensable for the stud, 
of congenital dislocation of the hip, as well as fv 
deviations of the neck of the femur. He touch: 
lightly on radiology of the leg and the knee, *! 


foot furnishing material for a discussion of the 
difficult subject of club-toot. 

An extensive bibliography concludes this interest- 
ing and useful work; it is to be regretted that, as 
is frequently the case, the titles of the works are 
not given along with the authors and places of 
publication. This work gives physicians who are 
not specialists in orthopedics or radiology a good 
general review of the question. 

R. Lepoux-LEBARD. 


Novak, J., and Porges, O.: The Acidity of the Blood 
in Osteomalacia (Uber die Aciditit des Blutes 
bei Osteomalacie). Wien. klin. Wehnschr., 1913, 
XXV1, 
By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 
In 11 cases of osteomalacia: 1 during the puer- 
perium, 3 in advanced age, 1 during pregnancy, and 
1 of ostitis deformans in a man, the acidity of the 
blood was tested by new methods for the sake of 
testing the acid theory. The 130 examinations 
showed a decreased carbonic acid content, but even 
in normal pregnancy there is such a decrease. In 
osteomalacia as in pregnancy, there must be an 
increased capacity of the blood for dissolving cal- 
cium salts, and an increase of the acidity in the sense 
that the fixed acids that dissolve calcium salts are 
increased, and the carbonic acid which precipitates 
calcium is decreased, so that the blood has a greater 
capacity for carrying calcium. The administration 
of alkalies did not have any effect on the osteoma- 
lacia, but in one case of osteomalacia at an advanced 
age all signs of tetany which the patient had had 
for a year and a half disappeared, which demon- 
strates the fact that there is a relation between tet- 
any and acidosis. These experiments further con- 
firm the assumption that osteomalacia is dependent 
on a disturbance of the internal secretion of the 
ovary, in so far as they show that normal pregnancy 
and osteomalacia present a similar acidosis. This 
would seem to indicate that an increase of the changes 
taking place in the ovary in normal pregnancy is 
the cause of osteomalacia. TORGGLER. 


Axhausen: Bone and Joint Syphilis (Beitrige zur 
Knochen- und Gelenksyphilis). Berl. klin. Wehnschr., 
1913, |, 2361. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

Axhausen gives a detailed description of a late 
form of acquired and congenital syphilis, which he 
calls diffuse bone syphilis, and especially of a sub- 
variety which he calls tumor-forming bone syphilis. 

Diffuse bone syphilis is manifested by extensive 
peripheral changes, by thickening and bending of 
the bones, and the transformation of the smooth 
surface into a rough one with stalactite-like pro- 
cesses. There is also a fundamental change in the 
internal structure. The compact tissue is destroyed 
and replaced by a spongy bone tissue with narrow 
meshes, resembling pumice stone, which also fills the 
marrow cavity. This fundamental change in bone 
structure without softening or suppuration is the 
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most characteristic sign of diffuse bone syphilis. 
regardless of whether it affects one or many bones 
or only a part of a bone. 

Réntgen examination shows clearly a uniform 
diffuse spongy bone shadow; sometimes there are 
contained within it remnants of the compact bone 
which are gradually destroyed and absorbed. He 
regards this transformation as a reaction of the os- 
sifying bone tissue to the powerful stimulation of the 
aseptic syphilitic necrosis, which necessarily leads 
to bone formation and substitution for the dead 
bone, a process analagous to that observed in trans- 
plantation of bone. If, with the characteristic 
internal changes, there are no changes on the surface, 
a réntgen picture appears that can hardly be dis- 
tinguished from that of fibrous ostitis. 

The patient’s attention is often called to the 
seat of the lesion by a thickening in the bone or a 
spontaneous fracture. If the process is limited to a 
part of a long bone, a hard, spindle-shaped thicken- 
ing is developed, which increases in size, and justifies 
the suspicion of sarcoma. Even the surrounding 
muscle may be involved in the syphilitic process. 

The appearance of irregular fever and cachexia 
makes the differential diagnosis still more difficult. 
It can be made by means of the Wassermann re- 
action, the réntgen picture, and the effects of syphi- 
litic treatment. The clinical picture of joint syphilis 
is extremely varied: in one case it resembles acute 
or chronic polyarthritis, in another gonorrhoeal 
joint disease, and not rarely it may be confused witb 
joint tuberculosis. The assumption that syphilis 
of the joint is chronic and painless must be given up. 

The distinction of syphilis from tuberculosis of 
the joint, especially in childhood, is often very 
difficult. The decisive point is the Wassermann re- 
action, which in all of Axhausen’s cases was positive. 

In syphilis, as in tuberculosis of the joint, a 
synovial and an osseous form are to be distinguished. 
It is impossible to make a certain clinical or rént- 
genological differential diagnosis between the 
synovial forms of the two diseases, as in both there 
is chronic effusion and swelling of the capsule with 
a negative réntgen picture; distinction is easier, 
however, in the osseous form. 

The réntgen picture shows an ill-defined outline 
of the epiphysis, and sometimes the deposition of 
layers of bone which gradually encroach upon the 
surrounding tissues. The normal structure of the 
epiphysis is hidden by cloudy flecks. When os- 
seous syphilis heals, sometimes foci of thickening 
can be seen in the epiphyseal ends of the bones. 
The author regards arthritis deformans as a frequent 
result of bone syphilis, and thinks bone syphilis 
an important factor, especially in the production of 
juvenile arthritis deformans. Antisyphilitic treat- 
ment brought favorable, and in one case _bril- 
liant results. He used intramuscular injections of 
bichloride of mercury in young children, and in 
older children and adults he gave a combined sal- 
varsan and mercury treatment, followed by potas- 
sium iodide in rapidly increasing doses. Kron. 
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Glenn, E. B.: Report of Case of Acute Epiphysitis 
of Femur Treated First for Rheumatism. 
Lancet-Clin., 1914, cxi, 171. 

Gynec. & Obst. 


By Surg., 

The author reports a case of acute traumatic 
epiphysitis of the femur in a boy, 11 years of age, 
the foci of infection arising from a stone-bruise of 
the foot. The patient had been treated by the 
family physician for six weeks for rheumatism, 
after which he was sent to the hospital and a correct 
diagnosis made. After conservative measures were 
instituted without success, hip-joint amputation 
was successfully done. ARTHUR J. Davipson. 


Tyler, A. F.: Cysts of Bone. Med. Herald, 1914, 
XXXili, 53. By Surg.. Gynec. & Obst. 
The author comments on the increasing frequency 
with which bone cysts are detected since the use of 
the X-ray and emphasizes that they represent a 
distinct clinical entity in contrast to the earlier 
belief according to which they were held to represent 
degenerative processes of other bone lesions such as 
sarcomata, chondromata, etc. 

A specimen consisting of a portion of the femur 
resected for pathological fracture is described. This 
showed several cysts containing a viscid material 
and lined with a thin shining membrane. The 
cortical portion of the bone seems to offer no more 
resistance to the growing cyst than the spongy bone. 

In the simple cyst, pain, often intermittent and 
sometimes associated with impairment of function, 
is present. Occasionally the first sign of the lesion 
is enlargement of the bone or spontaneous fracture. 

For the simple cysts he advises curretting away 
the membrane, swabbing with pure carbolic-al- 
cohol, packing with iodoform gauze for forty-eight 
hours and filling with Moerhof’s paste. In the 
case of multiple cysts it is claimed this treatment will 
not suffice and resection and bone-grafting is ad- 
vised. The author reports five cases as follows: 

1. Multiple cysts involving the neck of the 
femur. Resection and bone-grafting from the tibia. 

2. Simple cyst of the lower end of the tibia. 
Treatment as advised above. 

3. Fracture of femur occurring just above the 
site of a cyst. Union and good function without 
operation. 

4. Two other cysts developing in preceding 
case some time later, one in the femur just below 
the first and the second in the fibula. 

5. Rupture of cyst of tibia with small round-cell 
infiltration in the lining membrane. 

F. G. GAENSLEN. 


Perrin, M.: Multiple Osteogenic Exostoses Accom- 
panied by Arrested Development and Deform- 
ities of the Skeleton (Exostoses ostéogéniques 
multiples accompagnées d’arréts de développement 
et de déformations du squelette). Rev. d’orthop., 
1914, V, 51. By Journal de Chirurgie. 


Perrin’s memoir is based on three cases in Kir- 
misson’s service, found in three members of the 
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same family, the father and two children. All 
three had multiple exostoses and also a malforma- 
tion of one forearm, the right in the father and 
daughter, the left in the son. The malformation 
consisted of shortening and incurvation, with the 
concavity internally and with an ulnar club-hand, 
due to arrested development of the ulna and con- 
sequent incurvation of the radius; in the girl the 
inequality in growth of the two bones had brought 
about luxation of the head of the radius, the most 
severe degree of the deformity. 

Since Bessel-Hagen’s important work on the dis- 
turbances in growth which accompany multiple 
exostoses, Perrin has found, besides the cases re- 
ported there and these three of Kirmisson’s, 33 
similar cases. 

These disturbances of growth are more frequent 
than is generally believed, in the course of develop- 
ment of multiple exostoses; they may involve a 
number of bones or a single bone, the ulna or 
fibula. There is a general shortening of staiure; 
the arrest of development may involve the two upper 
or the two lower limbs. The most interesting fact 
is the inequality in the length of the two bones of the 
same limb, the forearm, arm, or leg. The fibula 
may be too short with incurvation of the tibia and 
talipes valgus. The most frequent and almost 
characteristic type is arrest of development of the 
ulna with normal or almost normal growth of the 
radius. This produces an incurvation of the radius 
with the convexity external or an ulnar club-hand, 
the ulna not being involved because it is drawn up 
from the wrist-joint, or there may be a luxation of 
the head of the radius that threatens to perforate the 
skin. 

Perrin believes like Lenormant that the disturb- 
ance in growth and the multiple exostoses are two 
different manifestations that are generally asso- 
ciated, but that there is no relation of cause and 
effect. Both come from defective osteogenesis, 
especially of the articular cartilage, which radi- 
ography shows clearly. There is a hereditary in- 
fluence in these disturbances in the region of the 
diaphysis and epiphysis; perhaps it is due to a 
toxi-infection, such as tuberculosis or syphilis. 

ALBERT MOUCHET. 


Jones, D. W. C.: A Case of Chronic Joint Lesions 
in Hemophilia. Lancet, Lond., 1914, clxxxvi, 606. 
By Surg., Gynec. & Obst. 

Painful swollen joints with effusion are important 
complications of hemophilia. The fluid is usually 
clear and may contain red corpuscles. There are 
three stages: (1) Hamarthrosis, effusion of blood 
into the joint. (2) Inflammation simulating acute 
tuberculosis. (3) Contraction, scar formation, an‘ 
ankylosis. 

The author reports a case of a man of 32, a bleede: 
from a hemophilic family, with multiple joint lesion- 
including a knee which swelled and discolored quic!: 
ly after slight injuries; his coagulation time was 1 
to 60 minutes. W. A. CLarK 
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Amunategui, G.: Primary Sarcoma of Muscles 
(Sarcomes primitifs des muscles). Cong. méd. Am. 
de lang. lat., 1913. By Journal de Chirurgie. 

The author describes three cases of primary 
sarcoma of the muscles, with their principal char- 
acteristics, in children of 11, 5, and 8 years of age. 

The first two seem to have been caused by trau- 

matism; no cause is given for the third. Extensive 

resection of the surrounding muscle was performed. 

There was recurrence in the first two cases; the third 

had only recently been discharged from the hospital. 

The author concludes that sarcoma of the muscles 
is more frequent than has generally been believed, 
especially in children. Diagnosis should be made 
early so that extensive resection can be done and 
the limb preserved. It is difficult to get the patients 
to consent to amputation, which should be per- 
formed only in case the removal of all the lesions 
is impossible. SALVA MERCADE. 


Weil, S.: Peritendinous Angiomata (Uber periten- 
dinése Angiome). Beitr. z. klin. Chir., 1913, \xxxviii, 
56. By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

The author reports two of his own cases of 
peritendinous angioma, to which he adds four from 
the literature. They develop in the loose cellular 
tissue around the Superficia: and deep flexor tendons 
of the hand, sometimes toward the ulnar side, 
sometimes toward the radial, eventually involving 
the tendons of the supinator longus, abductor and 
extensor pollicis and extensor carpi radialis. Be- 
cause of their extension distally to the wrist-joint 
and proximally to the insertion of the muscles of 
the tendons, the tumors, which are congenital but 
grow only slowly, have an oval form. Like all 
angiomata they are generally soft and semi-fluctuat- 
ing and can be compressed. 

In the author’s cases the angiomata were hard- 
ened in places by thromboses and calcification, 
which showed in the réntgen picture as round shad- 
ows. It is these formations that cause the pain, and 
not pressure on nerves. As the tumor increases in 
size there may be slight contractures. 

The treatment consists in removing the blackish 
brown masses — which, as in tuberculosis. are 
located on the tendons — without injuring them. 
As the tendon sheaths are not involved it is easy to 
differentiate them from tubercular tumors. The 
author believes that their unrestrained growth 
gives rise to a number of the diffuse angiomata of 
the extremities. SIEVERS. 


FRACTURES AND DISLOCATIONS 


Stoecklin, W.: Fractures of the Head and Neck of 
the Radius (Die Frakturen des Capitulum und 
Collum radii). Beitr. 2. klin. Chir., 1913, Ixxxvii, 
641. By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

Twenty-six cases of these forms of fracture are 
cited by the author, who divides fractures of the 
upper end of the radius into incomplete transverse 
fractures in children and incomplete longitudinal 
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or oblique fractures, mostly in adults, and complete 
fractures: (1) Transverse and oblique fractures of 
the neck of the radius; (2) separation of the epiph- 
ysis; (3) chisel fracture; (4) sprain fracture; (5) 
subperiosteal fracture; and (6) comminuted frac- 
ture. Besides other fractures in the region of the 
elbow-joint which frequently appear as complica- 
tions, there is quite often an injury to the deep radial 
nerve. 

The etiology is: (1) Direct — fall on the elbow 
or other direct violence; (2) indirect it is ques- 
tionable whether it can be caused by a fall on the 
pronated hand, with the elbow flexed or extended, 
or fixed by muscular action. 

The clinical signs of fracture of the bone are mostly 
lacking, only crepitation and limited motion of the 
head of the radius on turning it can often be demon- 
strated; therefore, it is necessary to make the diag- 
nosis from the mechanism of the accident, the 
localization of the effusion of blood, and especially 
the functional examination. Pronation and espe- 
cially supination are markedly limited and painful, 
flexion and extension less so; there is pain on direct 
pressure and on a blow in the direction of the long 
axis of the forearm. From an extension of the head 
of the radius forward and outward a mistaken 
diagnosis of subluxation is frequently made, which 
rarely occurs in adults; the extension is caused by a 
fracture. The decision as to the form of fracture 
must be made by the réntgen ray, which is espe- 
cially important for the demonstration of a free 
body in the joint and to demonstrate complicated 
fractures. 

The treatment should be functional as far as 
possible; long fixation should never be allowed. 
Cases in which pieces of bone are completely broken 
off, where there are free bodies in the joint, or in 
which the head is dislocated or comminuted, must 
be operated on. The indications are chietly deter- 
mined from the réutgen picture. Even in the 
operative cases mechanical after-treatment must 
be begun early. Of the 26 cases, 12 were operated 
on. In the cases treated conservatively, the results 
were good with one exception; the cases were for 
the most part the milder ones. In those severe 
cases treated by operation, the results were varied; 
the results were very bad in three cases. Generally 
there is a limitation of rotation, especially in the 
direction of supination. FROMME. 


Mencke, J. B.: The Frequency and Significance of 
Injuries to the Acromion Process. Av. Surg.. 
Phila., ro14, lix, 233. By Surg., Gynec. & Obst. 

The author discusses the frequency of acromial 
injuries and the importance of recognizing the 
exact nature of the injury. In eight years in the 

German Hospital there were 80 cases of acromial 

fractures. These were either: (1) Well) marked 

fractures; (2) a separation at the epiphysis; or (3) 

sprain fractures—the latter predominating. 


Sprain fractures are most often found (1) at or 
above the acromio-clavicular junction; (2) at the 
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insertion of the coraco-acromial ligament; or (3) on 
the upper acromial surface. Some are easily de- 
tected with the X-ray, while numerous others are 
only found after the closest study of several plates. 

It has been noted that most of these sprain frac- 
tures involve the acromion at its clavicular junction 
and are often accompanied by a luxation of this 
articulation. 

The author explains that these acromial injuries 
are caused not by direct violence, but by transmitted 
force through the greater tuberosity of the humerus, 
as in falling on the extended arm or elbow. 

The two predominating symptoms of these in- 
juries are: (1) Localized tenderness over the acro- 
mion, and (2) pain on abduction. The author fur- 
ther states that in stiff, painful shoulders he has 
never been able to make the diagnosis of sub- 
acromial bursitis, as is so often done. 

He treats every case by three weeks’ rest, with 
early massage and, if necessary, later, by vigorous 
active and passive motion. Puitirrs M. CHase. 


Schwarz, E.: Fracture of the Neck of the Femur in 
Children (Was wird aus der Schenkelhalsfraktur 
des Kindes). Beitr. 2. klin. Chir., 1913, Ixxxviii, 125. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 
Fracture of the neck of the femur is rare in child- 
hood as compared with separation of the epiphysis. 

It requires a degree of violence almost as great as 

that required for the same injury in the adult. The 

symptoms are those of a tracture of the joint. The 
fracture is intertrochanteric with typical symptoms. 

It is similar to fracture of the neck in later years in its 

poor tendency to heal, but is distinguished from it 

by an earlier return to functional capacity. There 
is a marked tendency to coxa vara; most cases 
heal in this position, always with bony ankylosis. 

As this anomaly of position is hardly noticeable 

clinically, the prognosis is favorable, but in many 

cases the neck of the femur disappears or there is 
severe deformity of the joint. Ideal recovery is 
rare. KIRSCHNER. 


Skinner, E. H.: The Mathematical Calculation of 
Prognosis in Fractures at the Ankle and Wrist. 
Surg., Gynec. & Obst., 1914, xviii, 238. 

By Surg., Gynec. & Obst. 

To facilitate the estimation of prognosis from 
rontgenograms of fractures, the author believes that 
less attention is necessary to the anatomical reduc- 
tion of fragments if the functional joint surfaces and 
lines of weight-bearing force at the joints be in proper 
position after reduction. 

1. In ankle fractures the functional result of the 
fracture depends upon the proper reduction of the 
astragalus so that the line of weight-bearing force 
which passes through the center of the tibia also 
passes through the astragalus at its center. This 
line is plotted upon the antero-posterior réntgenogram 
of the ankle. 

2. In wrist fractures the entire styloid process of 
the lower end of the radius is constantly distal to a 
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line which touches the tip of the ulnar styloid, which 
line is at a right angle to the longitudinal axis of the 
radius. The functional result of fractures of the 
lower end of the radius depends upon the reduction 
of the radial styloid to this position. These lines are 
to be plotted upon the postero-anterior réntgeno- 
grams of the wrist. 

The author believes that nature is wonderfully 
tolerant of fragments if she can maintain her func- 
tional joint surfaces. 


Weiss: Treatment of Recurrent Dislocation of the 
Shoulder by the Erlich-Clairmont Method 
(Traitement des luxations recidivantes de l’épaule 
par la méthode Clairmont-Erlich). Rev. med. de 
VEst., 1913, xlv, 832. By Journal de Chirurgie. 


Weiss reports a case, which thus far is unique in 
France, of the Clairmont-Erlich operation for 
recurrent dislocation of the shoulder. This operation 
has only been performed a few times, but it is cer- 
tainly the one that best fulfills the indications in this 
condition. The patient was a strong and vigorous 
man in whom the displacements were produced by 
attacks of epilepsy; he desired surgical treatment 
which should protect him from such recurrences. 
The steps of the operation are as follows: 

1. Incision on the anterior surface of the arm, be- 
ginning at the coracoid process and following the 
anterior border of the deltoid; section of the tendon 
of the pectoralis major; separation of the two portions 
of the biceps; then section of the tendons of the 
latissimus dorsi and teres major near the bone. The 
finger can then be passed around the neck of the 
humerus, carefully avoiding the artery and circum- 
flex nerve. 

2. A second incision is made along the posterior 
border of the deltoid from the spine of the scapula to 
the lower insertion of this muscle. After having de- 
tached the adjacent parts a muscle flap 2 or 3 cm. 
broad is made, comprising the posterior edge of the 
deltoid. The vessels and nerves are spared. 

3. The finger introduced into the anterior wound 
now comes out at the posterior one; a pair of forceps 
is passed through the opening thus created, the lower 
end of the muscle flap is seized and brought forward, 
thus being brought around the neck of the humerus 
and strengthening the lower part of the joint cap- 
sule. The flap is fixed in this position with a few 
sutures. 

Recovery took place in spite of an intercurrent 
scarlet fever which kept the patient in the hospita! 
for a month. He has since had several attacks o/ 
epilepsy, but there has been no recurrence of thc 
dislocation. 

The Erlich-Clairmont operation is the operation 
of choice in recurrent dislocation of the shoulder. 
The weakest part of the articulation as a result 0: 
repeated dislocations is the anterior inferior par 
this is materially strengthened by the muscular fla; 
During contraction of the deltoid the transpose 
bundle of muscle can easily be felt in this patient. 

J. Dumont. 
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SURGERY OF THE BONES, JOINTS, ETC. 


Sheen, W.: Some Observations on the Operative 
Treatment of Fracture by Metal Plates and 
Screws. Brit. M. J., 1914, 411. 

By Surg., Gynec. & Obst. 

Sheen emphasizes the importance of non-operative 

treatment of fractures. His observations are 
based upon 25 cases of operations on the long bones. 
The late cases, meaning more than two months 
after the injury, are more difficult to do and more 
apt to show shock. He lost two cases, from shock, 
of fractures of the femur in debilitated middle-aged 
cases. He now operates on femur cases under 
spinal anesthesia. He advises Lane’s technique of 
not allowing the hands to enter the wound. The 
periosteum, he thinks, is merely a limiting membrane 
for the bone, and in one case where he disregarded it 
there was excessive callous formation. Hereafter. 
he thinks, it would be better to wrap a piece of fascia 
lata around the bone to prevent this excessive callous 
formation. M. S. HENDERSON. 


Phillips, C. E.: Fixation of Fractures by Means of 
Autogenous Intramedullary Bone-Splints. 
Surg., Gynec. & Obst., 1914, Xvili, 233. 

By Surg., Gynec. & Obst. 

Fixation of fractures by means of autogenous 
intramedullary bone-splints is recommended as the 
operation of election for the following reasons: 

1. The use of non-absorbable substances such as 
bone-plates, ivory pegs, etc., create in the tissues an 
area of lowered resistance and too frequently result 
in untoward remote effects, such as chronic osteitis, 
etc., unless removed by second operation. 

2. The use of autogenous bone-splints which 
become living, integral parts of the bones in which 
they are inserted is the ideal method of fixation. 

3. The only disadvantage of the method has been 
the difficulty of technique, and this Phillips simplifies 
by the use of a carpenter’s brace and drill bits to 
prepare the medullary canal for the reception of the 
splint. 

The splint is removed from the crest of the 
tibia, placed inasmall vise, and fashioned by means of 
a hollow auger such as is used by carriage-makers. 
This instrument cuts the bone in the form of a 
tenon of the exact size to fit the holes bored in the 
medullary canal. A bone tenon one and one-half 
or two inches long is suflicient to firmly fix a frac- 
tured femur or humerus. 

The use of these instruments greatly simplifies the 
technique of bone transplantation and fixation of 
fractures. 


Faveret, P.: Hollowing Out the Tarsal Bones in the 
Treatment of Congenital Talipes Equinovarus 
(L’évidement, sa place dans un traitement pratique 
du pied bot varus équin congénital). Theses de 
doct., Par., 1914. By Journal de Chirurgie. 

The author discusses the treatment of congenital 
talipes equinovarus which is reducible manually by 
the use of an apparatus which holds the foot firmly 
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in a position of varus and has never produced any 
accidents due to compression. He believes with 
Jalaguier and Veau that tenotomy should be done 
high to be sure of reuniting the two ends of the 
tendon of Achilles. Jalaguier’s method of linear 
osteotomy may be used or Lamy’s apparatus to 
correct the spiral torsion of the tibia. 

Menciére’s method of subcutaneous hollowing 
out of the bones of the tarsus is an wsthetic operation 
which leaves no scar and does not deform the foot. 
It has all the advantages of the other operations on 
bones and ligaments without their disadvantages. 
It is very efficacious and may be performed up to 
the seventh or eighth year. The author claims 
that the operation is so simple that it can be per- 
formed by any practitioner, because of its simplicity 
and the few instruments required—a Lucas-Cham- 
pionniére’s hand perforating screw and curettes— 
and because it does not risk the life of the patient. 
The results in the 9 cases given were excellent, but 
the fact that these patients were treated by a very 
skilled surgeon and orthopedist should be taken 
into consideration in evaluating the method. 

L. CAPETTE, 


MeWilliams, C. A.: The Function of the Perios- 
teum in Bone Transplants; Based on Four 
Human Transplantations without Periosteum, 
and Some Animal Experiments. Surg., Gynec. 
& Obst., 1914, xvili, 159. By Surg.. Gynec. & Obst. 

The author’s aim is to attempt to settle the func- 
tion of the periosteum in transplanting bone, by a 
number of animal experiments. He cites the views 
of three leading authorities on the subject, Macewen, 
Murphy, and Axhausen, all differing. He reports 
four human transplantations made without peri- 
osteum, following Macewen, in each of which bone 
transplant became ultimately absorbed. One of the 
patients was regrafted (fibula into tibial defect) 
with periosteum with perfect result. In the animal 
experiments, in which bone was transplanted in 
various ways, practically every graft with periosteum 
lived and thrived, while but 48 per cent of grafts 
without periosteum were successful. This shows 
that there is another element to be considered be- 
sides the mere covering with periosteum; this 
element we infer to be a sufficient blood supply to 
keep the grafts alive. Had the periosteum been on 
all the grafts, all would have lived; the conclusion, 
therefore, must be that the periosteum either favors 
a good blood supply or else supplies living cells to 
the gratt. 

That the periosteum is) not unconditionally 
necessary to the life of every graft is shown by the 
fact that 48 per cent of grafts without periosteum 
lived. Since it can never be determined which grafts 
will live if they be without periosteum, the natural 
conclusion is that every graft should be transplanted 
with as much periosteum on it as possible. 

From these experiments the author concludes 
that both Macewen and Murphy are mistaken in 
their conception of the lack of function of the peri- 
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osteum in maintaining the life of grafts and that 
Murphy was misled when he stated that the graft 
is not osteogenetic, but that it is simply osteocon- 
ductive of cells into the graft from the contracting 
extremities of the living stumps—this fact ig clearly 
seen in experiments 3, 4, 17 and 19. If this be a 
fact the author asks, Why should so many of the 
grafts without periosteum, in which contact was 
thoroughly carried out, have died? 

McWilliams, conclusions with proofs under each 
are as follows: 

1. If a cavity be made in the shaft of the bone, 
the periosteum, endosteum, and marrow _ being 
thoroughly removed, the cavity fills up with bone 
from the bottom, which new bone must come from 
the old bone itself, due to an intact nutrient artery. 

2. Ifa section of the whole diameter of a bone be 
removed, then the bone will regenerate between the 
ends of the fragments, if the whole or part of the 
periosteum be preserved, bridging the defect. 

3. Provided the graft be living and taken from 
the same patient, its future life depends on an 
efficient blood supply, irrespective of the periosteum 
or whether it is in contact with living bone or not. 

5. A graft on a graft, neither having a covering 
of periosteum, will not live even though one graft 
be in contact with living bone. 

6. Periosteum alone when transplanted into the 
soft parts may produce living bone. 

7. The splitting of the periosteum of a graft, 
even though the transplant is entirely surrounded on 
all sides by periosteum, seems to be unnecessary and 
accomplishes nothing. 

8. Altogether 16 transplantations with perios- 
teum were performed and of these all but one—o3 
per cent—were successful. 

9. Altogether 25 transplantations without perios- 
teum were performed and of these 48 per cent were 
successful, while 52 per cent were unsuccessful. 
The influence of the blood supply is demonstrated 
by the fact that 50 per cent of the transplantations 
without periosteum made with minute fragments 
were successful, while but 41 per cent of those with- 
out periosteum, made with large single fragments, 
were successful. 

10. From a consideration of all the foregoing 
facts, the conclusion seems inevitable that bone- 
grafts of whatever size should be transplanted with 
as much periosteum covering their surfaces as 
possible in order that positive assurance may be had 
of their subsequent living. 


Le Jemtel: Intramedullary Graft for Pseudar- 
throsis of the Diaphysis of the Tibia (Greffe intra- 
médullaire pour pseudarthrose diaphysaire du tibia). 
Arch. med.-chir. de Normandic, 1913, iv, 200. 

By Journal de Chirurgie. 

Le Jemtel operated on a woman of 64 who had a 
fracture of both bones of the leg, that had shown no 
tendency to unite after four months of treatment. 

He freshened the fragments, cut a little peg from 

one of the fragments of bone he had resected, and 
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pushed it into the marrow of the upper fragment; 
then by bringing the two fragments as near together 
as possible he succeeded in making it penetrate the 
marrow of the lower part of the tibia also, so that 
the tibia seemed to form one solid bone. 

The question arises as to whether this fragment 
of bone, from which the periosteum had _ been 
removed, acted merely as a support, or whether it 
was a real graft. In either case union took place 
by first intention and the bone was tolerated in a 
very satisfactory fashion. Consolidation was, 
however, slower than in an ordinary fracture, and 
required nearly three months. At the end of that 
time the patient could walk, and later reports 
showed that she was getting along well. 

This case is peculiar in that the graft was taken 
from the fractured bone. The results observed, 
that is the perfect tolerance of the graft and the 
absence of any signs of infection, such as there would 
have been with a sequestruum, leads to the supposi- 
tion that the graft did not act simply as an inert 
body. J. Dumont. 


Herzberg, E.: Mobilization of the Shoulder and 
Elbow-Joints by the Transplantation of Joint 
Ends (Uber die Mobilisation des Schulter- und 
Ellbogengelenkes durch ‘Transplantation von 
Gelenkenden). Dissertation, Berlin, 1913. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

The author discusses the literature of the treat- 
ment of ankylosis of the joints and describes 4 
cases in which fractures of the elbow from trauma 
furnished the indication for operation; three of 
them were children and one a 55-year-old woman. 

In the first case, occurring in a 1o-year-old child, 
the joint was laid bare by a Langenbeck’s incision 
and the fracture exposed; the articular surface of 
the humerus was freed from callus, the humerus 
resected, the callus joining the fractured end of 
the joint and the humerus extirpated, and the end 
of the joint transplanted to the humerus. Fixation 
at a right angle was followed by good results; there 
was no flail-joint. 

The second case was a 12-year-old child, who had 
been run over by a wagon. The joint and fracture 
were laid bare by a Langenbeck’s incision; the joint 
end was free from callus and 2 cm. of the humerus 
resected, followed by transplantation of a suitable 
part of the end of the joint. The result here, too. 
was much better than could have been expected of 
muscle interposition. There was no flail-joint. 

The third case was complete ankylosis in a 9 
year-old child, caused by a fall on the elbow. After 
opening the elbow-joint the fractured piece of thi 
condyle was freed from callus; a hole was made in 
it with a sharp curette so that it fitted over the 
point of the humerus; then it was driven over th 
humerus with a wooden hammer. Both parts o° 


the bone were bored through, catgut sutures passe: 

through the holes and tied. A fixation dressing wa 

applied in the flexed position. The result was goo: 
The fourth case was also ankylosis of the elbow 
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joint in a 55-year-old person. The joint was re- 
sected by Langenbeck’s method. In some places 
the ends of the joint had lost their cartilages. The 
articular surface of the humerus was reimplanted, 
after the head and the lateral epicondyle had been 
removed, in order not to leave too great a piece of 
bone projecting and to make the wounded surfaces 
of as near the same size as possible. Two parallel 
canals were bored and by means of silk-sutures the 
part of the joint was fixed to the shaft of the humer- 
us; the olecranon was sawed obliquely from the ulna, 
the fixation being at a right angle. The result was: 
Moderate lateral flail-joint and functionally poor 
result on account of the atrophy. 

In conclusion, three operations on the shoulder- 
joint by Klapp’s method are described. Klapp’s 
operative mobilization of the joint by the trans- 
plantation of the ends of joints may be reckoned as 
a partial resection, thus widening the field of the 
latter. Fritz Loes. 


Lewis, D. D., and Davis, C. B.: Repair of Tendons 
by Fascial Transplantation. J. Am. M. Ass., 
1914, Ixii, 602. By Surg., Gynec. & Obst. 

The free transplantation of tendons to repair 
detects in other tendons resulting from trauma or 
infection has become a well recognized surgical 
procedure. 

For this free transplantation, the tendon of the 
palmaris longus has been used in most cases be- 
cause it can be removed without interfering with 
the wrist function. If, however, this tendon does 
not supply enough material, another source of 
supply must be looked for. 

Experimentally, it has been demonstrated that 
fascia behaves much like tendon when transplanted, 
and that long defects in tendons may be bridged 
by tubes of fascia, and that tendon which cannot be 
differentiated from the tendon which has been de- 
stroyed develops to repair the defect. 

Kornew believes that when a fascial tube is in- 
serted between the cut ends of tendons, the fascia 
proliferates to form the tendon and very little of 
the new tendon is formed by proliferation from the 
ends of the divided one. The authors of this 
article believe that the fascial tube plays a passive 
role in the development of the new tendon. 

The authors report a case in which a strip of 
fascia three and one-half inches long and one-half 
inch wide was used to repair the flexor tendons of 
the right ring finger. Within six weeks a definite 
rounded band, which rolled under the skin, could 
be felt. 

For cosmetic reasons the finger was amputated 
225 days after the fascial tube was inserted. The 
rounded band that could be felt was a well formed 
tendon differing from a normal tendon in lack of 
luster only. When this tendon was divided trans- 
versely, the original fascial tube could be seen. It 
contained tendinous tissue and there was no histo- 
logical evidence that this tissue developed from the 
fascial transplant. R. O. Rirrer. 


Stoffel, A.: New Points in Tendon Transplantation 
(Neue Gesichtspunkte auf dem Gebiete der Sehnen- 
iiberpflanzung). Verhandl. d. deutsch. orthop. Ge- 
sellsch., 1913, 250. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

Stoffel believes that tendon transplantation is 
performed many times in an unphysiological way, 
because muscles are used whose anatomical struc- 
ture is entirely different from that of the paralyzed 
muscle. Only muscles should be used that have 
morphologically the same functions as the ones 
for which they are substituted. The extensor 
hallucis, the extensor longus digitorum, and the 
peroneus longus are suitable as substitutes for the 
tibialis anticus. 

A muscle should not be carried through the 
interosseous space, because in this way an extensor 
may be substituted for a flexor and vice versa. 
Neither should a muscle of the flexor group be car- 
ried around the tibia or the fibula anteriorally, be- 
cause it may be loosened too much from its origin. 
He says that the transplanted muscle must not be 
put on tension, but that its physiological length 
must be preserved. It must not be inserted far 
enough from its point of origin so that it is stretched. 

Transplantation in paralysis of the foot must 
consist of two steps: (1) The right form of the 
foot must be obtained by a plastic operation—trans- 
formation of the tendon of the paralyzed muscle 
into a ligament; (2) the substitution of another 
muscle for the paralyzed one, observing the prin- 
ciples given above. 

The treatment of an over-stretched muscle 
should not consist in shortening the tendon, for 
this only stretches the belly of the muscle that much 
more. Stoffel procures contraction of the muscle 
by strong electric stimulation through the wound. 
supplemented by continued electric treatment after 
the operation. 

In conclusion, Stoffel recommends electrical 
examination of the muscle during the operation to 
determine whether it is adapted for transplantation. 
The color of the muscle is not always an index of 
its strength. PELTESOHN. 


ORTHOPEDICS IN GENERAL 


Meisenbach, R. O.: Some Orthopedic Conditions 
in the Neighborhood of the Shoulder-Joint. 
Buffalo M. J., 1914, Ixix, 410. 

By Surg., Gynec. & Obst. 

Meisenbach’s article deals with the following 
disturbances of the shoulder-joint: (1) Injury to 
the subdeltoid bursa; (2) rupture of the supraspina- 
tus muscle; (3) brachial pressure with neuritis as a 
symptom; (4) referred pain to the neighborhood of 
the shoulder due to slightly deformed scapula. 

He points out that the subdeltoid bursa is often 
injured when there is fracture or dislocation at the 
shoulder-joint and frequently gives pain long after 
the major injury has been adjusted, especially in 
those with a predisposing diathesis. The arm 
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usually can be raised, but the movement is painful. 
Pressure over the bursa when the arm is hanging is 
painful, but this tenderness disappears with pressure 
at the same point when the arm is raised so the 
bursa is protected by the acromion process. 

A 40-year-old patient, when seen several months 
after an injury to the shoulder, had a swelling of the 
left arm suggesting fluctuation in the region of the 
deltoid bursa. A few months after manipulation 
the patient returned to work. 

Rupture of the supraspinatus muscle usually 
follows indirect muscular action, is often associated 
with a bursitis, and prevents the arm being raised 
above the level of the shoulder. In a case of injury 
with Dawborn’s sign, the patient was unable to 
raise the arm above the level of the shoulder, the 
right shoulder drooped forward and downward, 
and there was atrophy about the right clavicle. 
The diagnosis was rupture of the supraspinatus 
muscle with a probable subdeltoid bursitis. 

Brachial pressure with neuritis as a symptom 
occurs in some individuals, usually with a tendency 
toward forward-stooping shoulders and_ pressure 
upon the brachial plexus. 

The author reports a case with pain radiating 
down the arm, chiefly in the hand; contour of shoul- 
ders equal; no special tenderness over the bursa; 
active motions somewhat painful in certain direc- 
tions; slightly stooped shoulder; arms forward. 
When the stooped shoulders were corrected and the 
weight taken off the brachial plexus, the diagnosis 
was confirmed by the patient’s improved condition. 

The author believes that a sharp pointed scapula, 
which will not glide easily, may be caused by stoop 
shoulder attitudes in children and that in occupa- 
tion there may be an irritation referred to the 
shoulder or to the chest. He reports two cases, one 
a lady 28 years old, with pain in both hands and 
general fatigue. There were stoop shoulders, for- 
ward bending, tense neck muscles, angles of the 
scapula forward and deep seated. Recovery fol- 
lowed the removal of the sharp angles of the scapula. 
The other case, a man with referred pain to for- 
ward part of the right chest and crepitation over the 
shoulder blade, recovered after the angle of the 
scapula was removed. 

In the differential diagnosis attention is called 
to Dawborn’s sign, possible fluctuation, ability of 
the patient with pain to slightly move the arm in 
all directions when there is a subdeltoid bursitis. 
In rupture of the supraspinatus there is usually 
atrophy of the deltoid, pain not great unless bursa 
is pinched, arm cannot voluntarily be raised above 
the level of the shoulder. Henry Bascom Tuomas. 


Marquis: Little’s Disease Treated by Van Gehuc- 
ten’s Operation (Maladie de Little traitée par 
Vopération de Van Gehucten). Bull. ef mém. Soc. 
de Chir. de Par., 1913, Xxxix, 1461. 

By Journal de Chirurgie. 


A boy of 7 with Little’s disease had never been 
able to walk, stand upright, or seat himself. After 
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complete failure of orthopedic treatment, consisting 
of section of the tendon of Achilles and the semi- 
tendinosus on both sides and fixation in a plaster 
cast with the thighs abducted, the legs extended and 
the feet flexed, Marquis decided to perform Van 
Gehucten’s operation of sectioning the nerve roots. 
On the left side he resected in the terminal cone of 
the spine three bundles, each including three or four 
posterior root fibers, leaving three or four fibers 
intact between each two bundles. The same opera- 
tion was performed on the right except that fewer 
fibers were resected and that the bundles left intact 
were larger than those resected. The recovery was 
uneventful, and eight days after the operation 
massage and mobilization was commenced. Four 
months after the operation the functional result, 
though different on the two sides, is considerable. 
The child can seat himself with the legs horizontal; 
he can stand upright with one hand resting on some 
support, and he can walk with the aid of a cane. 

CunEo, who reports the case, thinks that 
Marquis resorted to root section too soon, before 
having given orthopedic treatment a thorough 
trial. This case, therefore, cannot serve as a basis 
for a discussion of the indications for othopedic 
treatment and the various root section operations — 
Férster’s, Guleke’s, Schuller’s, Van Gehucten’s and 
Sicard and Desmarest’s. It is difficult to determine 
the value of these operations until they have become 
common enough so that many surgeons perform 
them and the mortality does not depend on the skill 
of a certain specialist. The mortality thus far has 
been 6 in 88 cases, without counting the failures that 
have not been published. 

The principle of Van Gehucten’s operation in 
contrast with FGrster’s is to resect, not the great 
nerve trunks of the posterior roots, but only a few 
posterior root fibers. Cunéo finds that this method 
has two advantages: first, that the decrease in the 
nerve tonus is more uniformly distributed over all 
the motor cells of the anterior horn, and conse- 
quently decreases the tone of all the muscles; the 
second is that the technique is simpler because of 
the concentration of all the root fibers in a very 
limited space, and as it is not necessary to know 
before sectioning them to what root they belong. 
the resection of the laminz of the vertebra can be 
much less extensive in height as well as breadth, so 
that there is less danger of shock, and especially o! 
hemorrhage; in fact, thus far there has been no 
mortality from Van Gehucten’s operation, although 
it is true that it has only been performed about te: 
times. As to the results obtained, especially in 
Little’s disease, they compare favorably with thos: 
from Forster’s operation. 

KiRMISSON and BrRoca agree with Cunéo 1) 
doubting the justification for root section in Ma: 
quis’ case; and they believe that orthopedic treat 
ment—tenotomy, osteotomy and motor education 
judiciously applied and kept up perseveringly wil! 
give as satisfactory results as operation on the spina 
roots. 


fi 
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DELBET also agrees in this belief, but calls atten- 
tion to another advantage of Van Gehucten’s 
operation over Forster’s; viz., that as the lami- 
nectomy is farther up, the wound does not run the 
same risk of becoming infected. 

MAUCLAIRE calls attention to the operation 
recently recommended by Stoffel for Little’s disease, 
which consists in sectioning parts of the nerves 
supplying the muscles that are the most contracted. 
In one case he successfully sectioned half of the 
internal popliteal nerve, but the operation is too 
recent to have judgment passed on it. 

In several cases of Stoffel’s operation the results 
have been encouraging: Putti 4 cases, Anzilotti 
1 case, Hoffmann 8 cases. To avoid total paralysis, 
care must be taken not to cut more than half-way 
through the nerve, and to separate the two ends of 
the nerves to prevent regeneration. J. Dumont. 


Basseta: Schlatter’s Disease (La maladie de Schlat- 
ter). Arch. di orlop., 1913, XXX, 305. 
By Journal de Chirurgie. 

The author reports a case of this disease, the 
nature of which is still undetermined. It is localized 
at the anterior tuberosity of the tibia and was 
described in 1903 by Osgood of Boston and Schlatter 
of Berlin. 

The author’s patient was 13 years old and fell 
while kicking a football; after a few moments of 
friction he was able to renew the game and did not 
come to the clinic until a month and a half after 
the accident. The left leg did not show a vicious 
position; there was simply muscular atrophy of the 
thigh; the femoral part of the knee was normal, but 
there was thickening of the patellar ligament and the 
anterior tuberosity of the tibia was prominent, 
especially the external part of it. Palpation showed 
a little tluid in the joint, and there was keen pain 
on pressure at the tuberosity; no abnormal mobility. 
The movements of the knee were normal, except 
extension, which was incomplete. 

The patient was placed at rest and treated by 
massage, and a year later was completely well. 
In 1913 he complained of similar pains in the 
tuberosity of the right tibia, which had increased to 
twice the size of the left one, which had been 
attacked first. The signs were the same as those 
observed before on the left and he was cured by 
rest and massage. 

This case is followed by a complete history of 
Schlatter’s disease and the author gives the fol- 
lowing conclusions: In addition to fracture of the 
tuberosity of the tibia there is an affection called 
Schlatter’s disease. Clinical examination does not 
show it to be either traumatic or inflammatory in 
nature; a study of the etiology gives no reason to 
assume a fracture and radiographical examination 
is not conclusive. Local examination, the course of 
the malady, open operation, and radiography lead 
to the conclusion that there is repeated local irrita- 
tion caused by traction of the patellar tendon, fol- 
lowed by exaggerated ossification. P. GRISEL. 


Leo, W.: Heine-Medin’s Disease and Its Relation 
to Surgery (Die Heine-Medinsche Krankheit in 
ihren Beziehungen zur Chirurgie). Alin. f. psych. 
u. nerv. Krankh., 1913, viii, 29. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


Heine recognized the great importance of surgical 
treatment in infantile paralysis. Its object is to 
overcome deformity and restore function. Re- 
placement, tenotomy, and plastic lengthening of the 
tendons are made use of to overcome contracture. 
The operations made use of for the restoration of 
function are arthrodesis, transplantation of tendons 
and muscles, and splicing of nerves. 

Arthrodesis is indicated in extensive and definite 
conditions of paralysis. Tendon transplantation 
should be pertormed not less than a year after the 
acute stage. The social condition of the patient 
must be taken into consideration because of the 
long after-treatment necessary. 

If these two methods cannot be used muscles 
may be transplanted, but this is a rare operation. 
Nerve-splicing has thus far not yielded very positive 
results. 

The author describes Kénig and Hildebrandt’s 
method in paralytic club-foot and paralysis of the 
quadriceps and deltoid. Severe talipes equinus is 
corrected by arthrodesis. Mild cases of club-foot 
are treated by tenotomy of the tendon of Achilles. 
correction of the position, and a plaster cast. If 
both groups of muscles are paralyzed arthrodesis is 
performed; if only one, the plantar or dorsal flexors, 
the tendons are transplanted. 

In paralysis of the quadriceps if the flexors are 
paralyzed arthrodesis is indicated; if they are 
normal, tendon transplantation. In paralysis of 
the deltoid Hildebrandt’s transplantation of the 
pectoralis major and trapezius muscles is used, or 
Vulpius’ arthrodesis. BAKAy. 


Lowman, ©. L.: Relation of Foot and Leg Muscles 
to the Statics of the Body. Boston M. & S. J., 
1914, CIXX, 191. By Surg., Gynec. & Obst. 

The author briefly and concisely presents ‘the 
relation of foot and leg muscles to the statics of 
middle segment, the pelvis, and lower back regions.” 

He describes various pathological changes and 

suggests suitable treatment. 

lt has frequently come to his notice that with 
malposture of feet, limbs, and back, tenderness and 
pain was noted in the region of the hip-joint near the 
trochanter major posteriorly and at the insertion of 
the Y-ligament anteriorly and the radiograph often 
shows a lipping or even spur formation due to irrita- 
tion caused by increased tension of the muscle and 
ligaments attached. He also noted in back strain 
with tension upon the iliolumbar ligament that the 
crest of the ilium was thickened with a lipping of the 
vertebra, and sometimes calcification of the liga- 
ment. Also in weak, round, or flat back, with in- 
creased tension on the psoas and pyriformis muscles, 
irritation was found at their origin and insertions. 

Weak sacro-iliac joints, tilted pelvis due to short 
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leg, or unilateral flat-foot may cause much the same 
process by over-strain upon the muscles. 

Relief may be obtained by the adjusting of ap- 
paratus, as plates, shoes, etc., to force the os calcis 
outward, and place weight on the outer border of the 
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foot, so as to rotate the thigh and rest the irritated 
muscles. 

Rest and corrective exercises should be used also 
in connection with corrective apparatus, especially 
in young adults and children. C. C. Cuarrerroy. 


SURGERY OF ‘THE SPINAL COLUMN AND CORD 


Meisenbach, R. O.: The Correction of the Fixed 
Structural Type of the Spinal Lateral Curva- 
ture. J. Am. M. Ass., 1914, lxii, 517. 

By Surg., Gynec. & Obst. 
method of 

He believes 


The author advocates the Abbott 
treatment for spinal lateral curvature. 
that: 

1. The chief causative factors of scoliosis are 
muscular weakening, together with the anatomical 
construction of the torso. A lateral curve may be 
considered as a sequence rather than as a primary 
entity. It may be induced in many ways: through 
disease, posture, congenital defects, or variation 
of the bony skeleton. 

2. There are practically two types of back, the 
flat and the lordotic. Each of these, occurring in 
children, must, according to Wolfi’s law, affect the 
anatomy of the torso. 

3. The spinal action is closely allied to the 
anatomical construction, as is shown by the articular 
processes of the twelfth dorsal, the dorsal, and the 
lumbar vertebre. 

4. Experiments on the cadaver, both with and 
without the réntgen ray, show that hyperextension 
locks and flexion unlocks the spine; that in hyper- 
extension the lumbar spine is completely locked, 
whereas the dorsal is only partially locked and ad- 
mits some rotation. In forward flexion and side 
bending the spine is in the best position for correc- 
tion and for the rotating of a lateral curve. 

5. There are three types of scoliosis; the congen- 
ital, postural, and structural. The structural is the 
most diflicult to treat, as it involves the considera- 
tion not only of the spine, but also of the viscera of 
the torso, and the general condition of the patient. 
In the fixed structural type the ribs and vertebrae 
have become deformed, the ligaments have contract- 
ed, and the viscera are displaced. The postural 
type is a forerunner of the organic, and if left alone 
will cause bony changes and therefore should receive 
attention early. 

6. In considering any case for treatment, com- 
plete records of the case should be made by means of 
special apparatus — the scolimeter. The anatomy 
of the patient should be studied by means of rént- 
genograms and his body thoroughly examined by 
the internist or the family physician. If this is 
done, the risk to the patient will be minimized, even 
in the severer types. The displacement of the heart. 
with heart-murmurs, together with symptoms of 
anemia or gastric disturbance, are not necessarily 
contra-indications for treatment. but it often hap- 


pens that these conditions and symptoms improve 
after the spinal correction has been undertaken. 
In some cases the percentage of hemoglobin is in- 
creased after correction. It is common to find sub- 
oxygenation resulting from deformity in patients 
afflicted with scoliosis and lack of excursion of the 
ribs. The excursion of the ribs can best be im- 
proved by the correction of the spinal deformity. 

7. Since it has been proved that the spine can 
actually be rerotated and the deformed ribs re- 
modeled, as it were, many of the cases which were 
formerly considered hopeless may now be much 
improved and straightened. 

8. Persons with extreme scoliosis may be very 
much improved in regard both to the general 
health and to the deformity, and, therefore, should 
receive careful consideration. The mild types, and 
even those which formerly were considered beyond 
help may now be anatomically corrected when skill- 
fully treated. 

9. The new method of treatment is comparatively 
rapid, and in some instances surprisingly so, when 
compared to the old methods, the pain not necessar- 
ily being in proportion to the deformity. The ab- 
sence of pain, however, in the process of correction, 
depends much on the technique. 

1o. It is the duty of every practicing physician 
to look carefully over any doubtful cases which may 
suggest flat-foot or any irregularity in posture, be 
cause these deviations from the normal may be 
forerunners of lateral curvature and, later on, severe 
deformities of the spine. CuHartes M. Jacoss. 


Jansen, M.: Physiological Scoliosis and Its Causes 
(Die physiologische Skoliose und ihre Ursache 
Zischr. f. orthop. Chir., 1913, Xxxiii, 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb 

In this important work Jansen revives the clinica! 
picture of physiological scoliosis, which has been 
disputed for a quarter of a century, and gives 
anatomical and developmental facts to show its 
origin. 

1. The spinal column of normal men frequentls 
shows marked lateral deviations at three places 
at the twelfth, seventh and second dorsal vertebra 
They are (a) a lumbodorsal convexity to the lef! 
(b) a middorsal convexity to the right, and (c) « 
cervicodorsal convexity to the left. There is 
remarkable agreement between these typicalls 
located bends and the deviations in Schultheis- 
scoliosis statistics. The normal and abnorm: 
spinal column must yield to the same physiologic: 
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forces. The author gives a detailed historical pres- 
entation of the knowledge of physiological scoliosis 
with a critical discussion of the different theories: 
the aortic theory, the theory of right-handedness, 
that of unequal growth of the ribs, etc. Clinically 
there are four different forms of physiological scolio- 
sis, represented by different combinations of the 
three deviations, viz., a, a+b, a+tb+c, ate. 
Besides the constant localization of these deviations, 
physiological scoliosis is characterized by a number 
of accessory deviations. 

2. Heretofore there has been no exact knowledge 
of the course of the internal pillar of the diaphragm. 
Jansen demonstrates the surprising fact that, 
contrary to all other muscles, it is attached asym- 
metrically to the spinal column, and shows a more 
or less decided tendency to run to the left, upward 
and forward, to be inserted into the central tendon. 
This explains the tendency of the lumbodorsal 
junction to be drawn toward the left and the more 
pronounced drawing in of the left inframammillary 
region. The asymmetrical course of the internal 
pillar of the diaphragm is a compensation for the 
greater longitudinal tension prevailing in the left 
lung, which was demonstrated by the author’s 
earlier research. Like a two-headed muscle the 
left lung tends to pull the middle dorsal segment 
out more than the right and it also affects the cer- 
vical segment. The two ‘upper curves, } and c, are 
thus the result of different lung tension, and so 
likewise to be attributed to the greater strength of 
the left half of the diaphragm. He gives a free dis- 
cussion of the four clinical forms of physiological 
scoliosis, for which he proposes the names, simple 
for a, double for a+, and triple or respiration 
scoliosis for a+d+c. The fourth form, w+c, is a 
left convex total scoliosis. Jansen corroborates the 
three cardinal symptoms. The ultimate cause of 
asymmetry of the diaphragm and_ physiological 
scoliosis is the upright position of man, which points 
the way to prophylactic treatment. DUNCKER. 


Calot: Treatment of Scoliosis by Abbott’s Method 
(Le traitement de la scoliose par la méthode 
d’Abbott). Cong. de l’ Ass. franc. de Chir., 1913. 

By Journal de Chirurgie. 

Calot says that, thanks to Abbott’s method, 
scoliosis is no longer incurable; all cases except 
those of the fourth degree can be cured. The kind 
of scoliosis is no contra-indication, nor is age, for 
patients 4o years of age have been cured, and even 
in extreme cases marked improvement can be ob- 
tained. These extreme cases ought not to be met 
with in the future, for they can be cured before they 
reach such a stage. For high scolioses, which are 
beyond Abbott’s method, Calot describes his own 
method and his plaster corset. For scolioses of the 
first and the beginning of the second degrees he 
shows that a removable celluloid corset is preferable 
to Abbott’s non-removable plaster one, as it pro- 
duces pressure on the deviated part of the spine and 
gentle and progressive correction of the scoliosis. 


MENcIERE described his technique. He _ be- 
lieves in Abbott’s principle of keeping the spine in 
flexion to correct the position of the vertebrae, but 
he believes the patient’s respirations should be 
made use of for correcting the thorax. He therefore 
presented his apparatus for pneumatic pressure 
for applying respiratory gymnastics. Instead of 
having the patient, as Abbott does, in the dorsal 
position in a hammock, he has him seated with the 
trunk bent forward, the abdomen resting on a strap 
and the forearms on a desk, reversing the vicious 
attitude of the scholar, seated with his elbows on a 
desk, which tends to produce scoliosis. He crit- 
icised the method of studying scoliosis by means of 
radiographs and photographs, which often give 
deceptive results, and showed a series of casts of 
more than 30 patients, the casts being cut to show 
the different stages in treatment. The method is 
active, for it forces the atrophied parts to dilate, and 
restores the thoracic segments to a normal position: 
it benefits the respiratory system considerably, as 
is shown by the spirometric observations made on 
all the patients and their generally improved con- 
dition. Although the method cannot be applied 
indiscriminately to all cases, it seems to answer 
almost all requirements. 

Lance has been using Abbott’s method for 14 
months, and thinks that with a few exceptions, due 
to economic conditions or painful scolioses, it should 
be reserved for fixed scolioses. He has found it 
most successful between the ages of 14 and 18 but 
less successful in adults and impossible in the small 
child. There are some contra-indications due to 
local conditions, rickets, other deviations, extreme 
grade of the scoliosis, and some due to a general 
condition, such as pulmonary tuberculosis. Cases 
of recent cardiac insufficiency in connection with 
scoliosis can be relieved. Results can be shown by 
a series of casts and radiographs, but photographs 
are of no value. Abbott’s method has a definite 
effect on the rotation of the ribs and vertebrie; it 
brings about improvement and often complete cure 
of the gibbosity; the lateral deviation is completely 
corrected only in cases where there is little or no 
bony deformity. When the vertebre are very 
much deformed he has obtained only partial cor- 
rection, but this correction could be maintained by 
wearing a celluloid corset for a long time. 

On the whole the results of the method are ex- 
cellent and by its use the correction of the majority 
of severe scolioses is assured. J. Dumont. 


Oppenheim, H.: Diagnosis and Differential Diag- 
nosis of Tumors of the Spine (Weitere Beitriige 
zur Diagnose und Differential-diagnose des Tumor 
medulle spinalis).  MWonatschr. f. Psychiat. u. Neu- 
rol., 1913, XXXili, 451. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


The author considers in detail in the first chapter 
the symptomatology of an intlammatory process 
of the lower segment of the spinal cord simulating 
tumor. The patient was a 51-year-old man who 
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for several months had had symptoms of a progres- 
sive tumor of the conus of the cord. As all therapeu- 
tic measures were unavailing, operation was finally 
undertaken, but the patient died of exhaustion. 
Histological examination showed an inflammatory 
process, a meningomyelitis in the region of the 
conus, epiconus, and lower lumbar cord. 

A case of successful operation for a tumor of the 
middle and upper part of the cervical cord was 
described. Fora year a 12-year-old boy had shown 
a gradually increasing paresis beginning in the right 
arm, accompanied by Brown-Sequard’s syndrome, 
an involvement of the right facial also being noted. 
Operation showed a fibrosarcoma at the level of 
the third, fourth, and fifth cervical vertebra. Re- 
covery was complete after removal of the tumor. 

Data is given, based on a great number of the 
author’s cases, for the diagnosis and differential 
diagnosis of spinal hemiplegia, of which an inferior, 
a median, and a superior type is distinguished, 
according to the height of the lesion. 

In the inferior type there is atrophic paralysis 
of the small muscles of the hand, and generally also 
of the triceps; the triceps reflex being absent, while 
the supinator reflex and that of the flexors of the 
forearm and the pronators is generally preserved, 
and may even be exaggerated. There are pupillary 
symptoms and spastic paralysis of the leg on the 
same side; there is anesthesia on the opposite side 
in the leg and body and on the same side in the 
lower part of the arm supplied by the spinal roots. 

In the superior type the atrophic paralysis affects 
the Erb’s muscles, but the flexor reflex of the fore- 
arm is lacking; instead of this, on striking, the styloid 
process of the radius flexion of the fingers takes 
place; the triceps reflex is generally exaggerated; 
the paresis of the muscles supplied by the lower 
cervical enlargement may be spastic in character. 

The median type is hardly ever observed in a 
pure form, but mixed cases are not unusual. 

Spinal hemiplegia caused by diseased foci above 
the cervical enlargement has a peculiar character. 
The most important point is the motor irritation 
reflex: Hypertonicity and increase of all tendon 
reflexes in the arm; sometimes there is also “‘rota- 
tion’? and hand clonus. In some cases there has 
been a simultaneous paralysis of the diaphragm. 
In the regions supplied by the roots arising above 
the diseased focus there may be irritative phenomena 
in the form of hyperesthesia and contractures of 
individual muscles. This probably also causes the 
hiccough that is sometimes observed. Through 
involvement of the spinal roots of the trifacial 
there may be irritative symptoms in the region of 
the fifth nerve, such as hyperesthesia and dis- 
sociated sensory paralysis in the face. There is an 
interesting question in regard to the appearance of 
bulbar symptoms: Intoxication and _ diaschisis 
(Monakow) have been held responsible for them, 
while Oppenheim points out that stasis of the cere- 
brospinal fluid above the diseased point may play 
an important part in causing them.  TerIcHMANN. 
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Mayer, L. Enchondroma of the First Cervical 
Vertebrze; Compression of the Cord; Laminec- 
tomy; Recovery (Enchondrome des _ premiérs 
vertébres cervicales; compression médullaire; lamin- 
ectomie décompressive; guérison). J. de Med. de 
Bruxelles, 1914, xix, 1. By Journal de Chirurgie. 


A young man of 19 had had an anthracoid furuncle 
of the nape of the neck, six years before, and a hard 
swelling of the region persisted after it. It was 
painless but continued to increase in size slowly, 
and in 1912 it was incised by physicians who be- 
lieved it to be a lipoma or an abscess; when it was 
found to be a bony tumor the wound was closed. 

About a year later the patient was examined by 
Mayer, who found a hard tumor in the occipital 
region, slightly painful on pressure, not adherent 
to the skin, immovable on the vertebral column. 
Radiography showed a bony tumor with a broad 
base implanted on the spinous processes of the 
axis and the third cervical vertebra; there was hardly 
any spontaneous pain, except a sharp pain occasion- 
ally in the neck and some tingling in the right arm; 
movements of the head were possible, but were a 
little disturbed by the size of the tumor. The tumor 
was removed quite easily with the gouge and saw, 
passing along the lamine of the second and third 
cervical vertebrae. Histological examination showed 
it to be a benign osteochondrofibroma. 

The patient recovered quickly and remained quite 
well for four months; then he began to feel fatigued, 
he had some difficulty in deglutition and a progres- 
sive paralysis with amyotrophy, beginning in the 
right shoulder and arm and extending rapidly to all 
four limbs and to the muscles of the trunk. He 
grew thin. A tumor was found at the nape of the 
neck the size of an egg, not very hard, painless, 
adherent to the deep tissues, situated at the right 
of the vertebral column. The cutaneous reflexes 
were abolished in the lower limb, the tendon re- 
flexes exaggerated. Pain and temperature sensa- 
tion were almost abolished. There was no ankle 
clonus, no Babinski, no Romberg, and no disturb- 
ance of the sphincters. Lumbar puncture showed a 
normal cerebrospinal fluid, Wassermann reaction 
was negative in the blood and cerebrospinal fluid. 

Mayer made a long incision from the occipital! 
protuberance to the spinous process of the sixth 
cervical vertebra; the recurrent cartilaginous portion 
of the tumor was detached from the muscles of the 
nape of the neck and resected: then the vertebra! 
column was opened by resection of the spinous 
process of the third cervical vertebra. The tumo: 
had proliferated into the interior of the vertebra! 
canal and had caused an incomplete luxation of th: 
axis on the third cervical vertebra; the resection was 
easily extended to the spinous processes and righ! 
lamin of the axis and atlas, so as to denude thi 
cord through an extent of 6 cm. without involving 
the meninges and extending only to the vertebra 
foramen. Hamorrhage was relatively slight. Th: 
wound was closed and a plaster cast applied whic): 
was replaced after three weeks by a lighter celluloi! 
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apparatus. The day after the operation the left 
hand could be moved somewhat; two weeks later 
walking was almost normal, and the disturbances of 
deglutition, sensation, and the reflexes had dis- 
appeared. Paut MATHIEU. 


Leszynsky, W. M.: Glioma of the Cauda Equina. 
N. Y. M. J., 1914, xcix, 360. 

By Surg., Gynec. & Obst. 

The author reports the case of a woman aged 
forty-nine years, who twelve years ago slipped and 
fell, striking herself violently on the buttocks, but 
was apparently uninjured. She remained well 
until three years later, when she began to have pain 
in the left lumbar region, radiating in the course 
of the left sciatic nerve and extending to the knee. 
At times, the pain also occurred either in the an- 
terior portion of the left thigh or in the left calf. 
The pain was paroxysmal, and usually of a sharp or 
darting character, lasting for several hours. ‘There 
were periods of several months in which she was 
entirely free from pain. At times, the pain was so 
severe that she was unable to lie abed. About four 
years after the left lower extremity was attacked, 
the right side became similarly affected. During 
the last three years, there had been numbness in 
both feet and toes and the legs would often give way 
in walking. At this time, the knee jerks were ab- 
sent, and there was loss. of sensibility extending 
from the toes to the knees. At the time of examina- 
tion the patient was unable to walk or stand. Three 
weeks before, she noticed occasional incontinence 
of urine and frequent attacks of involuntary flexion 
of the left lower extremity at the knee and hip 
joints. She had recently had several attacks of 
occipital headache; no tinnitus, vertigo, nor vomit- 
ing. The menopause had occurrcd the previous Feb- 
ruary. She was always of a nervous temperament. 
While in recumbency, she was unable to elevate 
either leg or move the feet and toes. The crural 
group and the iliopsoas were paretic on both sides. 
When either thigh was passively elevated and sup- 
ported, she was able to extend the leg several times, 
but the muscles became rapidly exhausted and she 
was then unable to accomplish the slightest move- 
ment. There was bilateral foot-drop with con- 
tracted tendo achillis on the right side and a 
trophic ulcer was forming over the heel. The knee 
jerks, Achilles and plantar reflexes were absent. 


SURGERY OF THE 


Rochet and Latarjet: Surgical Methods of Ap- 
proach to the Hypogastric Plexus and Its 
Ganglion (Etude sur les voies d’abord chirurgical 
du plexus hypogastrique et de son ganglion). Lyon 
chir., 1913, X, 425. By Journal de Chirurgie. 


Rochet and Latarjet believe that the section of 
the hypogastric ganglion is indicated in some 


There was an old scoliosis with the convexity in the 
lower thoracic region; tenderness on pressure over 
the right side of the first lumbar vertebra. There 
was complete analgesia and thermo-anesthesia, and 
loss of the sense of position on both sides extending 
upward to one inch above the patella. On the right 
side anteriorly, hypalgesia extended to one inch 
above the level of the umbilicus, while on the left 
side it reached to three inches below the nipple. 
Posteriorly, it extended to the level of the eleventh 
thoracic spine. ‘Tactile sensibility was preserved. 

The faradic irritability was normal in all nerves 
and muscles in both lower extremities. The upper 
extremities, face, tongue, cranial nerves, pupils, 
and optic discs were normal. ‘There was no evidence 
of disease of the thoracic or abdominal viscera. 
Radiographs of the vertebral column showed nor- 
mal conformation, and there were no indications 
of exostoses. The Wassermann serum reaction, the 
blood count, and urine examination were negative in 
result. No cerebrospinal fluid could be obtained. 

At operation the tumor was encapsulated, and the 
roots of the cauda were spread over its dorsal sur- 
face. It extended above the level of the tip of 
the conus, and the entire spinal canal was filled by 
the tumor mass. The growth was left for ex- 
trusion. One week later the tumor was removed 
and the patient improved slightly, but died from 
exhaustion 3 months later. 

The pathological report is as follows: At the 
level of the conus, the dural sheath was filled with 
tumor mass, to which it was intimately adherent. 
This mass was of a fibrohyaline structure, pushing 
some of the nerve bundles of the cauda equina 
against the dural sheath, and enclosing others within 
its substance. In the middle portion of this mass, 
there was a longitudinal cavity about one and a 
half inches long. At the level of the first sacral 
segment it was less hyaline, but somewhat granular, 
and, in the lower part of the sacral portion, the dural 
sheath enclosed a tumor mass the size of a pigeon’s 
egg, which on section was mottled grayish red, and 
coarsely granular. It was loosely adherent to the 
surrounding dura, and the nerve bundles were 
disposed peripherally to it. On transverse section 
made at different levels of the lumbar enlargement, 
the central portion was found to be hollowed out 
by irregular longitudinal cavities. The tumor was 
a glioma. Epwarp L. Cornet. 
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diseases of the bladder. It must be approached 
either by extra- or intraperitoneal laparotomy. In 
the first case after the rectus muscles have been 
separated the bladder is dissected first anteriorally 
and then posteriorally. It is then drawn forward 
toward the pubis so that the dissection can be 
carried down to its lower part, and the seminal ves- 
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icles, the vas deferens, and the ureters explored. 
The ganglion was found a little inside the last 2 cm. of 
the latter and about a finger’s breadth below them. 

When the intraperitoneal route is chosen, the 
ureters are found, preferably far back at the point 
of crossing with the iliac vessels, through a little 
opening made in the peritoneum; then prolonging 
the incision, the ureter is followed down to the 
bladder, and down deep behind it between the 
rectum and the base of the bladder the ganglion is 
found with numerous fibers given off from the lower 
border. The external face of the ganglion is denuded 
and it is sectioned between two forceps; at this 
depth all operative procedures are delicate. The 
sectioning of the ganglion causes an immediate and 
total paralysis of the bladder; the dogs operated on 
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by Rochet and Latarjet showed enormous disten- 
tion and incontinence resulting from it. 

The operation may be indicated in man in some 
cases of stubborn and very painful cystalgia with 
tenesmus, as is seen in old painful cases of cystitis 
and especially in tuberculosis of the bladder; chronic 
retention without pain and with regular catheteriza- 
tion would certainly be preferable for these patients. 
Rochet and Latarjet tried this procedure on a 
patient with inoperable tuberculosis of the kidney 
and bladder; the result was good and the patient 
was relieved from pain until his death, a month later. 
As the bladder had been opened and remained fistu- 
lous, it could not be determined whether the favorable 
result was due to the section of the ganglion or to 
this involuntary cystostomy. Cu. LENORMANT. 


DISEASES AND SURGERY OF THE SKIN, FASCIA, APPENDAGES 


Coerr, D. H.: Bismuth Paste as a Primary Dressing 
for Skin Grafts, and in the Treatment of Burns 
and Granulating Wounds. Am. J. Surg., 1914, 
XXViii, 71. By Surg., Gynec. & Obst. 

Coerr reviews the various dressings for skin- 

grafts, with comments on their disadvantages. 
The author’s method consists of impregnating or 
buttering strips of sterile gauze, six or eight layers 
in thickness, with sterile 331% per cent Beck’s bis- 
muth paste. These strips are laid directly over the 
newly implanted grafts, extending for two or more 
inches beyond the area of the wound — no folds or 
wrinkles being permitted to remain. Over these 
is placed a layer of absorbent cotton and the dressing 
held in place by roller bandage. The first dressing 
should be done on the fifth day, and especial care 
should be exercised in the removal of the primary 
dressing; subsequent dressings are done every third 
or fourth day. These dressings leave a healthy 
graft. As they are held firmly in place, exudation 
becomes almost negligible and there is excellent 
proliferation of the epithelium. The dressing is 
very comfortable, and the resultant scar is soft and 
pliable. Coerr also uses this paste as a primary 
dressing in burns. Henry J. VAN DEN BERG. 


Smith, O. C.: Hygroma Cysticum Colli and 
Hygroma Axillare. J. Am. M. Ass., 1914, lxii, 522. 

By Surg., Gynec. & Obst. 

The literature on hygromas is meager and the 
nomenclature confusing, and Smith thinks the term 
should be restricted to thin-walled, multilocular 
cysts containing clear fluid, lined with endothelial 
cells and possessing unusual tendency to grow. 
These tumors vary in size from small affairs to 
enormous disfiguring growths, usually occurring 
in the neck and sometimes extending downward 
under the clavicle, penetrating the mediastinum or 
passing under the clavicle into the axilla or pectoral 
regions. They are frequently congenital and are 
usually seen in children. They are probably 


embryonic sequestrations of lymphatic tissue with 
the power of persistent growth (Dowd). 

The operative rarity of these cases is responsible 
for incorrect diagnoses, 96 cases only being reported. 
Undoubtedly such cysts have been removed and 
classified as of bronchial or thyroglossal origin. 
They grow to enormous size and do not tend to 
spontaneous recovery. Leo G. Dway. 


Massenbacher, J.: Fascia Tumors (Uber Fascien- 
tumoren). Beitr. s. klin. Chir., 1913, Ixxxviii, 609. 
By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 
The author’s work is based on a study of 27 cases 
from the literature since 1890 and of g from the 
Breslau Clinic since 1904: 4 of these were in the 
abdominal wall, 5 in the fascia of other parts of the 
body. His conclusions are as follows: 
New-growths of the fascia of the entire body, not 
simply of the abdominal wall, should be included 
under dermoids. Next to the abdominal wall the 
location of choice is the extremities. Often der- 
moids are not recognized because of their small size. 
Of the abdominal wall tumors the greater part 
originate in the posterior sheath of the rectus, next 
from the aponeurosis of the oblique muscles of the 
abdomen, and most rarely from the epigastrium. 
The point of origin in the extremities is the super- 
ficial fascia of the thigh, especially Scarpa’s triangle. 
These tumors, which are more frequent in women, 
especially in those who have borne children, gen 
erally appear in the third and fourth decades, but 
congenital ones have been observed.in children, and 
multiple tumors have been known. It is worthy 
of note that they may be attached to the periosteum 
of neighboring bones, as, for instance, the xiphoid 
process. They vary from the size of a hazelnut to 
17 to 22 kg. The severity of the symptoms varies 
with the size, but even small tumors may cause 
pain. The rapidity of growth depends on thei) 
histological structure, whether they are fibroma 
fibromyxoma, cystosarcoma, osteoma, and also on 


their richness 1n cells. which increases greatly in 
pregnancy — there are sometimes muscle elements 
in these fascia tumors. 

As for etiology, in addition to pregnancy, men- 
tioned above, naevus and trauma have been sug- 
gested. The differential diagnosis may be very 
difficult in large tumors. The only treatment is 
operation. The prognosis depends on the micro- 
scopical picture. EuGEN SCHULTZE. 


Giertz, K. H.: Fascia Lata as a Substitute for 
Tendons and Ligaments (Uber freie Transplan- 
tation der Fascia lata als Ersatz fiir Sehnen und 
Binder). Deutsche Ztschr. f. Chir., 1913, cxxv, 480. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


Giertz, in spite of unfavorable external conditions, 
had very successful results the first time in trans- 
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planting pieces of fascia lata to replace extensive 
losses of substance in tendons. In one case he 
replaced 15 cm. of all three extensor tendons of the 
thumb. 

He lays great stress on the importance of pas- 
sive movements from the first day after the 
operation, which can be carried out without any 
injury. In one case the lateral ligaments of a fiail- 
joint at the knee were successfully replaced by 
strips of fascia. 

These three cases show that fascia lata can be 
used to replace tendons in the human subject. 
Very long sections of tendon can be replaced, 
and the fascia holds extraordinarily well. even 
under the least favorable conditions, and forms 
tendons with completely normal physiological 
function. KIRSCHNER. 


MISCELLANEOUS 


CLINICAL ENTITIES — TUMORS, ULCERS, 
ABSCESSES, ETC. 


Graef, W.: Trauma and Tumor (Trauma and 
Tumor). Zentralbl. f. d. Grenzgeb. d. Med. u. Chir., 
1913, XVii, 603. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

The question of whether trauma can cause true 
tumor formation has not been proved experimentally 
and the results of clinical observation are by no 
means uniform. It is certain that artificially pro- 
duced atypical epithelial proliferation has nothing 
to do with true malignant new-growth. In general 
there is more frequently a history of trauma in 
sarcoma, and of repeated thermic or chemical 
irritation in carcinoma. The latter is evidence in 
favor of Virchow’s irritation theory. The appear- 
ance of benign tumors after trauma seems to be a 
rarity. Injury causes only a part of the traumatic 
epithelial cysts, also of lipomata, which are more 
frequently developed after a chronic irritation. 

In adenoma, fibroma, myxoma, angioma, myoma, 
and neuroma a traumatic etiology can only excep- 
tionally be conclusively proved. This is not true 
of the different forms of osteoma. Here it is easier 
to demonstrate the connection with an injury, very 
frequently with a kick from a horse; these tumors 
are more frequent in youth, while the other forms of 
tumors increase with age and reach the maximum 
in the fifth decennium. 

The growth of osteoma is rapid at first but soon 
becomes stationary, and this is the time for opera- 
tion. In chondroma and enchondroma, traumatic 
origin is often probable; the latter are frequently 
mixed tumors of malignant origin and bad prognosis 
and form a transition to the true malignant tumors. 
These are the chief tumors caused by trauma. 

Sarcoma and carcinoma must be considered sep- 
arately; the common designation of cancer used for 
etiological and statistical purposes cannot be made 


use of. Carcinoma of the breast seems to be of trau- 
matic origin most frequently. A history of bruising 
is often reported, and the prevailing location in the 
upper, outer quadrant is of significance. In car- 
cinomata of the lips, tongue, face, and extremities 
appearing from the fourth to the sixth decade, there 
is scarcely ever a history of violence, but more 
frequently of repeated irritation. 

A traumatic origin—preéxistence of inflammation 
and ulcer—for internal cancer seems the most doubt- 
ful. In réntgen carcinoma an overdose has been de- 
scribed as the cause, and such an accidental origin 
has been admitted. Tumor formation has also been 
attributed to direct infection, as, for example, from 
injury during operation. The sarcomata regarded 
as traumatic generally affect young men in the labor- 
ing classes during the third decade and are generally 
due to moderate or severe injury with a blunt 
instrument chieily to the lower extremities. Round- 
cell sarcoma of the soft parts is the prevailing type. 

It is a question whether there is a traumatic 
origin for multiple myelomata. It has been denied 
on the ground that this is a systemic condition. 
It is doubtful whether trauma may not be held 
responsible, if not for the origin, at least for the 
localization. 

The author discusses the awarding of damages for 
tumors caused by trauma, in which cases the 
symptoms of the new-growth should have appeared 
in general within two years, but with the so-called 
transition symptoms a much longer period may 
pass by. A hitherto latent tumor may be brought 
to light by a trauma, either because it incites it to 
more rapid growth or because it leads to a more 
searching examination; spontaneous fractures are 
cited as examples. As there is so little light on the 
matter trauma must be assigned as the cause of 
tumor only with great caution, and the author 
warns against the increasing tendency to recognize 
such a connection. FIEBER. 
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Cumston, C. G.: Diabetes and Surgical Operations. 
Boston M. & S. J., 1914, clxx, 316 
By Surg., Gynec. & Obst. 

That diabetics can be operated upon with a 
successful outcome has been repeatedly shown. 
The chances for recovery are much greater, how- 
ever, when the patient has been subjected previously 
to an antidiabetic diet to reduce the glycosuria as 
much as possible. This diet should be followed 
until the patellar reflex has returned, if it was found 
absent. (The urine should not contain acetone or 
B-oxybutyric acid). The treatment should be very 
minute in detail, although there have been many 
successful operations performed where time did not 
allow of a thorough dieting. 

The author’s cases are subjected to a diet con- 
sisting of broiled meat, potato, and gluten bread, 
and purée of green vegetables. Bicarbonate of 
soda and Vichy water are given as a routine. Opium 
is used to check the glycosuria and to limit the 
thirst and hunger. Among other drugs used are 
antipyrine, arsenic, valerian, quinine, and various 
acids. 

Wherever possible, local anesthesia should be 
the choice. Chloroform is contra-indicated because 
of its action upon the liver. Ether, preceded by 
ethyl chloride or somnoform, is advocated where a 
general anesthetic is necessary. 

Absolute asepsis is imperative. Diabetics are 
especially liable to infection and a slip in technique 
which in the ordinary case would show no bad 
results might result fatally in the case of a diabetic. 

J. H. SKILEs. 


Kraus, F.: Diabetes and Surgery; Short Report 
Containing Also the Views of Von Naunyn, 
Van Noorden, Minkowski, Payr (Diabetes und 
Chirurgie; Kurzes Referat, enthaltend auch die 
Ansichten von Naunyn, Van Noorden, Minkowski, 
Payr). Deutsche med. Wehnschr., 1914, x\, 3. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


The individual is often impressed with fatal cases 
he has heard of and exaggerates the danger of opera- 
tion. The internist should not frighten the diabetic 
and his family unnecessarily before the operation, 
for beyond doubt any psychical shock, even the fear 
of operation, tends to increase the glycosuria, or 
even under some circumstances gives rise to it. The 
determination of the sugar content of the blood is 
quite as important as careful urine examination. A 
case of diabetes with high glycemia offers an un- 
favorable prognosis even if the sugar can easily be 
made to disappear from the urine. Too abrupt dis- 
appearance of sugar may cause coma; but even if 
acetone is present in the urine, a post-operative coma 
is not necessarily an acid coma. 

Payr holds the presence of both acetone and 
diacetic acid, or beginning coma, as absolute contra- 
indications for operation; abscesses, carbuncles, 
phlegmon and gangrene have, however, been operat- 
ed upon even in these severe forms of diabetes. The 
healing of the wound depends chiefly on the degree 
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of arteriosclerosis in the region operated upon, pro- 
vided the operation is performed on non-infected 
tissue. The essential point in judging the severity of 
the diabetes isnot the momentary sugar content of 
the urine, but the possibility of freeing the urine 
from sugar, and a certain tolerance for carbohy- 
drates. 

All operations not necessary for the maintenance 
of life should be avoided. Inhalation anesthesia 
should be limited as much as possible. The opera- 
tion should be carried out with the simplest possible 
technique. Esmarch’s bandage should be avoided. 

NAUNYN tries to reduce the glycosuria before the 
operation, if there is time; but he does not think the 
patient should be put on an unusually severe diet a 
few days before the operation. It is preferable to 
risk operation with high glycosuria. Acidosis is 
much more dangerous than glycosuria: it increases 
the danger in the healing of the wound, and threatens 
with coma. This occurs most frequently with chloro- 
form anesthesia, but may occur with any sort of 
general or local anesthesia. 

VAN NOORDEN advises the giving of large doses of 
sodium bicarbonate to every diabetic before opera- 
tion. ‘The resistance of the tissues is decreased in 
diabetics even when there is no infection. There is 
great danger of hemorrhage especially in cataract 
operations. Local anesthesia is preferable to general 
anesthesia. According to MInKowskKI, the severity 
of the diabetes and the severity of the operation de- 
termine the prognosis, but neither one is absolutely 
decisive. The diabetes may increase in intensity 
after the operation; acidosis may appear, or if pres- 
ent may increase in intensity. The anesthetic must 
be carefully chosen. All measures that injure the 
tissues must be avoided. After the operation the 
diet must be regulated, the most essential point be- 
ing the abundant administration of alkalies. 

COLLEY. 


Lambert, A. V. S., and Foster, N. B.: The Dietetic 
Treatment of Gangrene in Diabetes Mellitus. 
Ann. Surg., Phila., 1914, lix, 176. 

By Surg., Gynec. & Obst. 

The purpose of the paper is to call attention to the 
fact that the usual operative procedures in diabetic 
patients are notoriously unsatisfactory in their 
ultimate results, also to some factors which, in part, 
at least, are the cause of the failures, and to suggest 
a different mode of treatment and emphasize the 
importance of a proper diet for these patients. 

The conditions referred to are those changes which 
take place in the extremities, which are classed as 
diabetic gangrene and more properly spoken of as 
gangrene in diabetes. 

The authors report three cases somewhat in 
detail, which show that these changes in the ex- 
tremities are not always cases of gangrene, though 
often considered as such, but simply infections 
which run a course rendered peculiar by having 
occurred in diabetic subjects. Many theories have 
been advanced as to the nature of the process and 


its underlying causes. There seem to be several 
factors, all or any combination of which may be 
present in a given case. There is an infection with 
micro-organisms in every case and there is no specific 
organism but the common pathogenic forms. 

In addition, marked arteriosclerosis or a marked 
alcoholic diathesis may be present. The authors 
believe a process, analogous to Raynaud’s disease, 
appears in certain cases. Several considerations 
suggest that it is, possibly, the increased amount of 
sugar in the circulating blood which may have re- 
duced the resisting power of the cells. If the last 
hypothesis be correct, it would explain the ameliora- 
tion of symptoms following successful dietary regu- 
lation, since this regulation lowers the percentage of 
blood sugar, which is the ultimate object. 

It is not their contention that every case of 
gangrene is of the type which yields to the dietary 
regulation. Fulminating cases, in which high 
amputation is indicated, occur occasionally, but it 
is rational to give each case as thorough a course of 
dietary treatment as possible, especially as the re- 
sults of surgical treatment are most unsatisfactory. 

It is necessary to restrict the carbohydrate ingest 
to an amount which is completely utilized by the 
patient. At the same time, it is well to remember 
that the total withholding of carbohydrates for 
more than a few days at a time may also lead to 
injury to the patient. The problem then is to find 
the amount of starch to give. 

The authors take this question up in some detail 
and have formulated the diet used by them into two 
tables as follows: 

TABLE I 

Breakfast: Eggs, chops, broiled chicken, fish 
(fresh, salt or smoked), ham, bacon; tomatoes, 
onions, mushrooms (broiled or fried); coffee, 1 
tablespoonful cream, saccharine to sweeten. 

Lunch: Clear meat broths, meat of all kinds, 
game, poultry, fish; green vegetables served hot with 
butter sauce, spinach, Brussels sprouts, string beans, 
asparagus, artichokes; salad of lettuce, endive, 
cucumber or tomatoes, with oil and vinegar, and 
any kind of cheese. 

Dinner: Clear broths, e.g., consommé; meats 
same as lunch; artichoke root as substitute for 
potato, cabbage, asparagus, spinach, string beans 
served hot; gelatine jellies and custards sweetened 
with saccharine; nuts of any sort, except chestnuts. 
Black coffee (claret or whiskey, if desired). 


TABLE II 


The food in this list to be taken only in the 
amounts ordered. 


Equals Number 
Portion of Units 
Soups: 

Clam chowder.............. Average I 
Cream of corn............. Average I 
Potato... . Average I 
I 
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Vegetables: 
Beans, baked ...............2 tablespoonfuls 2 
Beans, butter ...............2 tablespoonfuls 1 
Beans, lima ....... ...+....2 tablespoonfuls 2 
Beans, kidney...............2 tablespoonfuls 2 
Corn, canned. tablespoonfuls 2 
Green tablespooniuls. 1 
Potato, baked. .......-1 medium sized 3 
Potato, boiled. . Medium sized 3 
Potato, mashed. ............ 2 tablespoonfuls 2 

Fruit: 
1 medium sized 2 
2 tablespoonfuls’ 1 
Sa 3 tablespoonfuls 1 
medium sized 2 
I 
Raspberries. . tablespoonfuls 1 
Strawberries............... .4 tablespoonfuls 1 

Cereals: 
Bread, slice 3 x 4 x % inch... I 
H-O, boiled. . : .2 tablespoonfuls 1 
Macaroni, boiled . ..2 tablespoonfuls 2 
Macaroni, baked with Cheese. 2 tablespoonfuls 2 
Oatmeal, boiled . ..2 tablespoonfuls 1 
Rice, boiled. . .....1 tablespoonful 2 
Shredded wheat biscuit... ... I 2 
Spaghetti, baked with tomato.2 tablespoonfuis 2 


L. Cornett. 


Janeway, H. H., and Ewing, E. M.: The Nature of 
Shock. Ann. Surg., Phila., 1914, lix, 158. 
By Surg., Gynec. & Obst. 

The authors present a summary of their investiga- 
tions into the various theories of shock and the 
experimental data supporting conclusions which they 
have arrived at. Crile’s fatigue of the vasomotor 
centers and consequent lowering of blood-pressure 
until the cerebral centers no longer receive sufficient 
blood supply to enable them to functionate normally 
is the first theory discussed. No one can fail to 
admit the important association of a diminution 
of blood-pressure with the onset and development 
of shock. 

Janeway and Ewing state that their work in the 
main, in agreement with that of Howell, Porter and 
Meltzer, demonstrates that: (1) Low blood-pressure 
is an important symptom of shock, but an 
animal may pass into a state of shock with a blood- 
pressure which is still far above a point below which 
the nervous system fails to functionate normally. 
(2) It is unlikely that changes either in blood-pres- 
sure or in the force and output per beat of the heart 
are inaugurated by fatigue of the nerve-centers. 
(3) Shock in some cases is of reflex and in other 
cases of local peripheral origin. 

The authors then inquired into the causes which 
lead to shock before blood-pressure begins to fall. 
From experimental data they conclude that (1) 
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shock produced by hyperrespiration is not due 
to diminished COz, but to some factor which is 
dependent on increased intrathoracic pressure, such 
a condition as the interference of the venous return 
to the heart; (2) that shock following ventilation 
of the abdominal cavity and manipulation of the 
intestines is not due to diminished CO, but to 
handling the intestines; (3) that shock following 
handling of intestines is not due to exhaustion of 
nerve-centers is proved by the rapid recovery of 
animals in a state of shock following transfusion. 

In conclusion the authors make the following 
statements: “By handling of the intestines a 
complete splanchnic paralysis of local peripheral 
origin is produced, and it is this paralysis which 
causes the subsequent fatal fall in blood-pressure, 
and not exhaustion of the nerve-centers. If trauma 
to the sensory nerves is a factor in production of 
shock in an unconscious animal, it is wholly sub- 
sidiary to other factors and it is questionable 
whether it was apparent in our experiments. 

“The all important factor in the development 
of shock in so far as the forms which we have studied 
may represent shock in general, is loss of vasomotor 
control. The mechanism of this loss and its main- 
tenance is important. The loss of control and its 
maintenance is never caused by acapnia or central 
nervous exhaustion. Aside from afferent impulses, 
more especially splanchnic sensory impulses which 
may have initiated the shock and contributed to it, 
the loss of control was always due to local peripheral 
causes, which in our work were mechanical obstruc- 
tion, loss of blood, and trauma to the viscera.” 

IstDORE COHN. 


Petroff, N. N.: The Life of the Tissues Outside the 
Organism (Das Leben der Gewebe ausserhalb des 
Organismus). Vrach Gaz., 1913, No. 30, 1039. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


Attempts to cultivate the tissues outside the body 
are, in reality, only imitations of nature, based on 
the fact that, after the death of the individual, the 
different tissues live for varying lengths of time. 
Embryonic tissues have the greatest capacity for 
continued life; next come connective tissue and 
epithelium; the nerve tissues die a few minutes 
after the blood supply is stopped. 

A further basis for the new theory are the facts 
that after death, movements of the head _ back- 
ward are noticed, that the hearts of recently killed 
animals continue to beat, etc. 

The first systematic study of the independent life 
of the tissues was made by Bert, who transplanted 
pieces of rats’ tails under the skin of rats and ob- 
served that they continued to grow. Further work 
has shown that epithelium can live independently 
for weeks, osteoblasts for several days. The best 
results are obtained by autotransplantation, and 
after that by transplantation to related animals, 
and then animals of the same species. Attempts 


on animals of different species have always failed. 
Ehrlich succeeded in the transplantation of car- 
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cinoma that had been kept at a low temperature 
for two years. Petroff himself injected an emul- 
sion of macerated guinea pig embryos into adult 
animals with a needle and observed that different 
kinds of tissues developed from them, and lived 
for two and one-half years. Further experiments 
relate to the planting of tissues in various media. 
In the most important of these experiments, the 
heart, the uterus, and the liver have been isolated 
and kept alive by passing a continuous current of 
Locke’s or Ringer’s fluid through their blood-vessels. 
Roux was the first investigator to transplant cells 
into egg albumen. Harrison and Burrows have 
grown tissues in lymph and blood-plasma, while 
Carrel has extended these experiments. 

Technical difficulties are encountered in keeping 
the plasma sterile; for this purpose the blood is 
received in sterile paraffine vessels and centrifuged. 
The growth of small cultures is observed in hanging 
drops, of larger ones in Grabitschew’s dishes; 
emigration and reproduction of cells can be ob- 
served. The best objects for experimentation are 
embryonic tissues, the best culture medium blood- 
plasma of an animal of the same species. Growth 
is possible on the plasma of another species, but it 
is slower and giant-cells develop as signs of degenera- 
tion. On this nutrient medium tissues grow for 
about 8 days; by being sprinkled with lymph or 
Ringer’s fluid or by new implantations their length 
of life can be prolonged. Chemotropism can be 
observed in cultures of tissues. The addition of 
thyroid substance to the nutrient medium hastens 
the growth. In the presence of an antigen, anti- 
bodies are formed in the cultures. Von Dean, 


Walton, A. J.: On the Survival and Transplantabil- 
ity of Adult Mammalian Tissue in Simple 
Plasma. J. Exp. Med., 1914, xix, 121. 

By Surg., Gynec. & Obst. 


Walton describes cultures of thyroid, spleen, 
testicle, kidney, and liver tissue in simple plasma, 
without the addition of tissue extract. He finds 
that the growth of mammalian tissue can be pro- 
longed by transference to fresh medium. In a few 
cases this growth was continued for 10 or 12 genera- 
tions, up to a period of about 4o days, but in the 
majority of cases growth ceased after 3 or 4 genera- 
ions. James F. CHURCHILL. 


Walton, A. J.: The Technique of Cultivating 
Adult Animal Tissues in Vitro; and the Char- 
acteristics of Such Cultivation. J. Pathol. & 
Bacteriol., 1914, xviii, 319. 

By Surg., Gynec. & Obst. 


The author explains in detail the method and pro- 
cedure incident to obtaining the growth of adult 
tissues in blood-plasma. 

He describes the growth of these tissues in speci- 
mens made from the spleen, thyroid, kidney, testicle, 
and liver and carefully follows their growth hourly 
for the first day and the resultant changes of each 
consecutive day for six days. 
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The spleen is characterized by an overgrowth of 
round cells. In the thyroid the parenchymous cells 
predominate for the first four days, after which there 
is an overgrowth of connective tissue. In the kid- 
ney the new-growth is mostly parenchymatous, 
cuboidal cells predominating. The testicle and liver 
show similar changes. EUGENE Cary. 


Castaigne, Touraine, and Francois: Severe Teta- 
nus; Large Doses of Serum; Recovery (Tétanos 
grave; Sérothérapie massivs; Guérison). Bull. et 
mém. Soc. méd. d. hép. de Par., 1913, No. 38, 870. 

By Journal de Chirurgie 


Tetanus developed in a young girl of 14, ten days 
after an injury to the leg. Three days after the 
first attack, which was very severe, an injection of 
serum was made at the Pasteur Institute. The 
temperature was 38°, pulse 120; she had attacks of 
pharyngeal spasms. Within 12 days afterwards 
760 ccm. of serum were injected by various 
methods: intravenous, spinal, subcutaneous, para- 
nervous, rectal. The patient recovered. 

The interest of the case lies in two facts: (1) It was 
almost apure case of serum treatment; the only other 
medication given was 22 gm. chloral in 7 days. (2) 
In spite of the high dosage there were only moderate 
signs of serum sickness: urticarial or generalized 
scarlatiniform erythema and rise of temperature. 
The authors add some similar cases to their own. 
Netter said he believed in the efficacy of large doses 
of antitetanic serum. He cited in support of his 
opinion the recent statistics of Penna of Buenos 
Ayres, who by the use of large doses of serum from 
the Pasteur Institute cured 15 out of 16 cases of 
tetanus. MAvrIce CHEVASSU. 


SERA, VACCINES, AND FERMENTS 


Boas, H.: The Wassermann Reaction with Special 
Consideration of Its Clinical Availability (Dic 
Wassermannsche Reaktion mit besonderer Beriick- 
sichtigung ihrer klinischen Verwertbarkeit). Berlin: 
S. Karger, 1914. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

The great approval which Boas’ work has met 
with everywhere caused him to issue a second 
edition, in which he reviews the enormously in- 
creased literature of the subject and discusses the 
availability of the Wassermann reaction for clinical 
purposes, as well as the new improvements and the 
parallel reactions which are recommended. He 
writes with great knowledge and experience and 
makes the difficult subject unusually clear and 
readable. The question of the specificity of the 

Wassermann reaction is still to some extent under 

discussion, but he maintains unreservedly that 

if it is positive it proves that syphilis still exists. 

The only exceptions are in patients with scarlet 

fever or who are under an anesthetic; they may show 

a weakly positive reaction. ‘The work can be 

recommended to non-specialists as well as special- 

ists. LINSER. 


Dépter and Pauron: Treatment of Gonorrheceal 
Arthritis and Gonorrheeal Orchitis, with Bes- 
redka’s Sensitized Antigonococcus Vaccine 
(Traitement du pseudo-rhumatisme et de lorchite 
blenorragiques par la méthode du vaccin antigo- 
nococcique sensibilisé de Besredka). Bull. ef mem. 
Soc. méd. d. hép. de Par., 1913, 386. . 

By Journal de Chirurgie. 

Delighted by the results obtained by Cruveilhier 
in the treatment of the complications of gonorrhoea 
with the antigonococcic vaccine which he had pre- 
pared at the Pasteur Institute by Besredka’s meth- 
od, Dépter and Pauron asked him to apply his 
method to several cases in their service. 

They describe in detail two cases with arthritis, 
appearing first in the knee and ankle-joints, later in 
the wrist-joints, with recovery in both cases. In 
the first case, however, the urethral discharge per- 
sisted and contained gonococci. 

Cruveilhier cites a case published by the Biologi- 
cal Society of a gonorrhoeal arthritis of the hip 
which, although it had kept the patient in bed for 
six months, improved very rapidly after injection 
of the virus vaccine. He has also studied the action 
of this vaccine on gonorrhceal orchitis and epi- 
didymitis. In 5 cases he found that the pain 
stopped in from 12 to 24 hours after the injection 
and that the swelling decreased rapidly. Gonor- 
rhoeal urethral discharge is only slightly influenced 
by the injection. 

Treatment with sensitized vaccine seems to be a 
great advance in the therapeutics of the most pain- 
ful and serious complications of gonorrhoeal infec- 
tion. Maurice CHevassu. 


BLOOD 


Hilse, A.: Fat Transplantation to Control Hamor- 
rhage from Abdominal Organs (Dic freie Feit- 
transplantation bei Blutungen der parenchymatiésen 
Bauchorgane). Zentralbl. f. Chir., 1913, xl, 1840. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

Flaps of omentum, fascia, and striated muscle 
have previously been used to stop haemorrhage from 
parenchymatous organs. Since these methods have 
more or less disadvantages, although they stop the 
bleeding satisfactorily, Hilse looked about for a new 
method. He used subcutaneous fatty tissue for 
transplantation, as this is always present in sufficient 
quantities. The only disadvantage that he sees in 
it is that if large flaps of fat are removed the edges 
of the wound are undermined. 

The experiments were made on rabbits. from 
which pieces of the liver, spleen, and kidney had 
been resected. The fat which was taken from the 
thigh was freed of fascia; otherwise the stopping of 
the hemorrhage might have been attributed to the 
fascia, and the flaps of fat subjected to a micro- 
scopical examination. He does not regard the 
animal experiments of Poljenoff and Ladygins as 
decisive, for their fat was not freed of fascia. The 
flaps of fat were applied to the bleeding organs so 
that the edges of the flap projected beyond the cut 
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edges. Before the flaps had been fastened in posi- 
tion the bleeding generally stopped within one to 
three minutes — secondary bleeding was never ob- 
served. 

In some animals, killed 2 hours to 5 days after 
the operation, there was a hematoma between the 
fat flap and the wounded surface; the fat was 
pushed outward a little, and the blood had coagu- 
lated under it. In parallel experiments with fascia 
it seemed to Hilse that the bleeding was not stopped 
so quickly. With flaps of omentum the effect was 
as quick as with subcutaneous fatty tissue. In two 
human cases of gall-bladder operations, hemor- 
rhage from the bed of the liver was stopped in a 
short time with flaps of omentum and subcutaneous 
fatty tissue. The post-operative course was normal 
in both cases. KOLs. 


Crotti, A.: Indirect Transfusion of Blood. Surg., 
Gynec. & Obst., 1914, xviii, 236. 
By Surg., Gynec. & Obst. 

The author gives an original technique for in- 
direct transfusion of blood. Although simple, it has 
evidently been carefully developed through la- 
boratory and animal experimentation and _ finally 
used in actual practice. The working method is as 
follows: 

The cephalic vein, in both donor and recipient, is 
exposed and prepared in the usual manner, then a 
blunt needle which has been adapted to a syringe is 
introduced into the vein of the donor, in the op- 
posite direction of the blood current; blood is 
aspirated into the syringe, and reinjected into the 
vein of the recipient, in the same direction as the 
blood current. 

The transfusion can be repeated as often as is 
deemed necessary without coagulation, provided 
needle and syringe are freshly washed each time in 
a warm normal salt solution. The best plan is to 
have two needles and two syringes and have one set 
washed by an assistant while the other is in use. 
When transfusion is terminated, the veins are 
ligated and the skin incision closed. By this method 
any amount of blood can be transfused safely from 
one patient to another and the exact amount of blood 
known. ‘The fact that the blood is venous seems 
to be without importance. Crotti’s first case 
would seem to prove that it is not necessary to trans- 
fuse large quantities of blood to save a patient. 
However, it can be done if deemed necessary. 

The author reports two cases where this method 
has been carried out. 


BLOOD AND LYMPH VESSELS 


Bunting, C. H., and Yates, J. L.: An Etiologic 
Study of Hodgkin’s Disease. J. Am. M. Ass., 
1914, lxii, 516. By Surg., Gynec. & Obst. 

Bunting and Yates have previously reported 
that by repeated injections of the diphtheroid 
organism cultivated by them from cases of Hodg- 
kin’s disease, in monkeys there were produced 
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lesions of the lymph-nodes showing all the essential 
features of early Hodgkin’s disease in man. Since 
making this preliminary report the authors’ experi- 
mental work has demonstrated fully the pathogeni- 
city of the culture they were using and has further 
shown that the virulence of the organism to the 
monkey may easily be increased even to the point 
of producing death of the animal after a relatively 
acute illness. The great difficulty seems to be to 
secure infection and at the same time to avoid viru- 
lence so great as to produce extensive necroses, 
softening, and even suppuration. The working 
space between these two limits seems very narrow. 

Extensive necrosis and leucocytic infiltration of 
the glands may seem foreign to the usual clinical 
picture of the lymph-nodes in Hodgkin’s disease, 
yet a recent clinical case has demonstrated that 
even in man the virulence of the organism may be 
such as to lead to these features. 

Their results indicate that the survival of an 
animal for the requisite length of time is all that is 
needed for a demonstration of the chronic lymph- 
node picture seen in the well developed case of 
Hodgkin’s disease. Leo G. Dwan. 


SURGICAL THERAPEUTICS 


Ssokoloff, I. A.: Effect of Collargol on Infection 
(Uber den Einfluss des Kollargols auf die Infektion). 
Ann. d. Kais. Univ. Odessa, 1913, v, 1. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


After discussing the literature of the question the 
author gives the histories of 5 cases of sepsis of 
different origins which he treated with intravenous 
injections and enemas of collargol. For intravenous 
injection he used ro ccm. of a 1 to 2 per cent solution; 
by rectum he gave as much as 5.0 collargol. The 
injections were made once or twice daily according 
to the severity of the case. Ordinarily the tempera- 
ture rose 4 to 6 hours after the intravenous injection 
to 40 degrees and then gradually sank. 

In the author’s cases there was generally an im- 
provement after the first injections, and four cases 
recovered; only one case of severe staphylococcus 
pyemia died. The blood examination was valuable 
in prognosis, which in the favorable cases showed 
an increase in leucocytosis after the injections of 
collargol. 

Encouraged by the above results, the author tested 
the effect of collargol on the growth of bacteria. He 
carried out his experiments with coli communis, 
anthrax, and staphylococcus aureus. A collargol 
content of 1:1000 in the nutrient ‘medium was 
sufficient to kill the two former, but 1:200 was re- 
quired for the staphylococcus. By intravenous in- 


jection a sufficient concentration could be reached to 
destroy the former kinds, but 1:200 could not be 
attained. He further describes his experiments with 
subcutaneous, intravenous. and intraperitoneal in- 
fection of rabbits with the above-named bacteria and 
the effect of collargol on the course of these infec- 
tions in their various stages. 


In subcutaneous infection with colon bacilli all 
signs of local inflammation were less, there was no 
necrosis of tissue and there was less rise intemperature. 
In the exudate of control animals there were many 
bacteria and few leucocytes; in the treated animals 
this was reversed. In subcutaneous infection with 
anthrax the local symptoms were milder, but the 
animals all died of general infection, though not so 
soon as the control animals. 

In subcutaneous infection with staphylococcus 
the control animals developed abscesses and died 
of general infection, while the treated animals only 
had oedema at the site of injection which disappeared 
after five days. In intravenous and intraperitoneal 
infection with colon bacilli the animals treated with 
collargol recovered while the control animals died 
of sepsis. The collargol in these experiments had no 
effect on the course of the staphylococcus infection; 
no experiments with anthrax were made in this 
series. In the clinical cases as well as in animal ex- 
periments the author found a marked polynuclear 
leucocytosis after collargol injections. In order to 
decide whether the collargol acted as a bactericide 
or whether the results were produced by the leucocy- 
tosis, he placed a rabbit, infected with colon bacilli 
and treated with collargol, on ice, which produced a 
marked leukopenia and especially a decrease in the 
polymorphonuclears, yet the animal recovered. 

In conclusion the author describes a series of ex- 
periments in which he confirmed the results of pre- 
vious authors that the collargol in the blood and 
exudates was found for the most part in the leuco- 
cytes, and among the organs in the liver and spleen. 

He comes to the following conclusions: (1) The 
collargol acts on the infection chiefly through its 
bactericidal properties; (2) it is contained for the 
most part in the leucocytes; (3) this explains its 
slight effect on subcutaneous infection with anthrax, 
which seems to be in contradiction to the results of 
experiments in vitro, because anthrax infection pro- 
duces a serous exudate without migration of leuco- 
cytes. It also contrasts with the results in local 
staphylococcus infection, for here an exudate rich in 
leucocytes is formed. (4) Besides its bactericidal 
effect the collargol produces a polynuclear leuco- 
cytosis and a rise in temperature which act as auxil- 
iary factors in the struggle with the infection. (5) 
Therefore collargol can be used with good results if 
it has a bactericidal effect on the bacteria causing 
the sickness and if there is pus. In bacteremia it is 
significant that the collargol is deposited by the 
blood chiefly in the same organs as the bacteria. 
Under the above conditions the collargol may be of 
great use if it is given early and in large doses. 

RIESENKAMPEP. 


Beck, E. G.: The Present Status of Bismuth Paste 
Treatment of Suppurative Sinuses and Em- 
pyema. Ann. Surg., Phila., 1914, lix, 145. 

By Surg., Gynec. & Obst. 


The author takes up the use of bismuth paste 
in all its phases, citing several cases as examples 
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and giving a summary of the results of other men 
throughout the world. 

The causes of the failure of bismuth paste to 
do the work required are several. The most im- 
portant cause is the failure of the paste to reach 
the seat of the trouble. It is essential that all 
branches of the sinus should be filled with the 
paste. Sequestra, foreign bodies, and faulty tech- 
nique, and an insufficient knowledge of the rules 
that have been laid down for the injection of 
the paste, have been the principle causes of the 
failures. 

To insure success in employing bismuth paste the 
essential points are summarized as follows: 

1. A correct diagnosis should be made by all 
methods available and same should be corroborated 
with stereoscopic radiographs before an injection is 
made. 

2. Before attempting to employ this method, the 
operator should acquaint himself thoroughly with 
the technique. 

3. The proper instruments should be employed 
in order to carry out the technique correctly. 

4. The patient should be kept under constant 
observation to prevent bismuth intoxication. 

5. The secretions from the sinus should be 
examined before the first injection, by slide and 
culture, and often by the inoculation of guinea pigs; 
then three days later the sterilizing effect of the 
injection should be tested. 

6. As long as the sinus contains micro-organisms 
it should be reinjected, but if it is found sterile it 
should not be reinjected. 

7. It is good practice to wait at least one week 
after the first injection before repeating it. 

8. A stereoscopical radiograph of the parts 
affected should always precede the first injection, 
in order that the presence of sequestra or foreign 
bodies may be detected. The shadow of the paste 
might make their presence obscure. 

9. Following the injection, a second set of stereo- 
radiographs should be taken in order to make a 
correct anatomical diagnosis. 

1o. In case a foreign body or sequestrum is 
present, the injection is useless, operation being the 
only means. 

11. Acute suppurative processes should not be 
treated with bismuth paste; only chronic suppura- 
tions, both tubercular and non-tubercular. 

12. Bismuth poisoning may be easily prevented 
by using only small quantities, or, when large quan- 
ities are required, they should not be retained longer 
than ten days, and the patient should be carefully 
watched. 

13. Fecal fistulae and other post-operative sinuses 
are very favorably affected by bismuth paste treat- 
ment. 

14. A ten per cent bismuth-vaseline may be used 
in cold abscess. In practically all instances the 
secondary infection can be prevented, providing the 
technique is carefully observed. 

Epwarp L. 
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Friihwald, R.: The Diagnostic Value of Intra- 
venous Injections of Arthigon (Die diagnostische 
Verwertbarkeit intravenédser Arthigoninjektionen). 
Med. Klin., 1913, ix, 1799. 

An intravenous injection of 0.04 or 0.05 of arthigon 
causes, in the great majority of women with gonor- 
rhoea, a rise of temperature of at least 1.3 degrees, 
and a maximum temperature of 37.8 degrees has 
been attained. Women without gonorrhoea in the 
great majority of cases do not show this reaction. 
It may, therefore, be regarded as specific, but as 
some opposite results have been obtained, it is al- 
ways well to confirm it by microscopical examina- 
tion. The findings in women who have previously 
been infected with gonorrhoea, and in those who 
seem from the microscopical picture to have been 
cured, makes it probable that the reaction depends 
on the presence of gonococci. Repeated injections 
atfect the reaction, therefore a negative reaction 
after more than two injections has no value; the 
reaction will be of service in doubtful cases. Prob- 
ably it will show when recovery from a gonorrhceal 
infection has taken place. RUNGE. 


ELECTROLOGY 


Freund, L.: Irradiation and Surgical Treatment 
of Malignant New-Growths (Die Bestrahlung 
und chirurgische Behandlung maligner Neubildung- 
en). Deutsche med. Wehnschr., 1913, XXxix, 207. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


The author discusses the impossibility of attain- 
ing certain cure of deep-seated malignant new- 
growths by réntgen or radium rays and of making a 
safe prognosis as to the result of treatment; how- 
ever, the prospects are favorable in superficial 
cancers. He discusses 176 cases of malignant new- 
growths treated within twelve years; 19 were treated 
with radio-active substances and 157 with réntgen 
rays. 

In 39 cases of mammary carcinomata, reported by 
the author, there were two unaffected and in all the 
rest improvement for a greater or less period, with 
recovery from subjective symptoms. In 5 cases 
after several years’ latency there was recurrence 
that could not be controlled in any way: in one case, 
after 4 years’ réntgen treatment, there was com- 
plete recovery. The author believes that ulcerated 
carcinoma of the breast is more amenable to cure by 
irradiation than subcutaneous ones, and, therefore, 
says that in amputation of the breast the sutures 
should not be too firm. He recommends treatment 
by Thiersch’s transplantation. There is no clinical 
difference between treatment with réntgen rays, 
mesothorium, and radium. LouFELDT. 


Holding, A. F.: Technique in Radiotherapy, with 
Especial Reference to Deep Therapy as Prac- 
ticed at Freiburg by Krénig and Gauss. Med. 
Rec., 1914, Ixxxv, 335. By Surg., Gynec. & Obst. 

Holding’s original article contains (1) a statistical 
table of the number of cases reported in the medical 
literature, results obtained, etc., in cases of myoma, 
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metritis, endometritis, and menorrhagia, treated 
by X-rays; (2) a table of the indications and contra- 
indications for X-ray treatment of these gynecologi- 
cal conditions; (3) a summary of the essential 
points of the Krénig and Gauss technique. 

Of 0938 cases of myoma, metritis, endometritis, 
and menorrhagia reported, and in which the end- 
results were known, there were 493 cases cured, 
319 cases improved, 102 cases unimproved, 11 cases 
relapsed, 3 cases dead, and 63 cases developing an 
erythema. 

Réntgen treatment of myoma, metritis, endo- 
metritis, and menorrhagia are indicated in all cases 
of myoma which are not infected or suspected of 
malignancy, particularly (1) in elderly patients; 
(2) when the size of the tumor is stationary; (3) if 
the tumor does not cause kidney or heart blockade; 
(4) if the tumor does not crowd the pelvis; (5) if 
the patient is deeply anzmic, diabetic, nephritic, 
bronchitic, arteriosclerotic, or possessed of a bad 
heart or large thyroid. 

Contra-indications for réntgen treatment are: 
(1) Large, rapidly growing tumors; (2) all submucous 
polypoid growths; (3) adenomyomata; (4) infected 
or degenerating cases, or those suspected of malig- 
nancy; (5) cases of women below forty years with 
free bleeding and rapid development of the tumor. 

The essentials of Krénig and Gauss’s method are: 

1. The utilization of deep penetrating X-rays, 
by using specially constructed tubes, reading 
Walter 6-8, Wehnelt 10-12,— filtering these rays 
through 3 mm. of aluminum, loofah sponge, and 
sensitized paper. 

2. Administering 114 times the erythema dose 
(12-18 Kienbéck) to the seat of pathology through 
small areas of skin 2-5 cm. square—‘‘portals of 
entry’”’—14 portals of entry being on the abdomen, 
ro on the back, 2 through the obturator foramina 
and 1 through the vagina. 

3. These areas treated in continuous succession, 
the total number being completed in one or two 
days (which is called a ‘series of treatments’’), 
followed by a period of non-treatment. 

4. The period of non-treatment is 14 to 21 days, 
followed by another series of treatments and so on, 
until the symptoms are controlled. A given area 
of skin is never to receive more than 114-2 the 
erythema dose in a series. 

5. “Cross-firing” of the rays, from the front, 
back, sides and ends. 

6. Each “series of treatments” lasts 3 to 5 hours. 

7. The tube, which is cooled by circulating water, 
is excited intermittently by the use of a “rhyth- 
meur” in the circuit. 

The advantages claimed for the Freiburg tech- 
nique are: (1) Results are obtained in the shortest 
possible time; (2) the utilization of a greater amount 
of X-rays without danger to the skin. 

Holding warns against ‘‘the widespread treatment 
of disease throughout the world, applied by men 
who do not measure their X-rays, and are not careful 
in regard to their therapeutic technique.”’ 


; 


GYNECOLOGY 


UTERUS 


Sugimoto, T.: Pharmacological Testing of the 
Guinea Pig’s Uterus (Pharmakologische Unter- 
suchungen am _ iiberlebenden Meerschweinchen- 
uterus). Arch. f. exp. Path. u. Pharmakol., 1913, 
ixxiv, 27. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

Pituglandol, pituitrin, adrenalin, pilocarpine, atro- 
pine, nicotine, sodium oxalate, calcium chloride, 
barium chloride, tyramine, and histamine were 
used in the experiments. The author concludes: 

1. Pituglandol in small or large doses stimulates 
the guinea pig’s uterus. 

2. Sodium oxalate causes lowering of the tonus 
and decrease of the pendulum movements, or 
heightening of tonus and increase of rhythmic spon- 
taneous movements, probably varying with the 
degree of decalcification. 

3. Calcium chloride causes an increased tonus in 
the decalcified organ. 

4. Strophanthin stimulates in small doses, while 
in larger ones it causes a gradual decrease in tonus 
and cessation of movements. 

5. Nicotine does not have any noticeable effect 
on the isolated guinea pig uterus, though with the 
organ iz situ, injected intravenously it causes strong 
contractions. 

6. Pilocarpine excites contractions. These con- 
tractions can, however, be stopped by small doses 
of atropine. 

7. Quinine, even in small doses, causes strong 
contractions, with immediate decrease in tonus 
and paralysis. 

8. Adrenalin has an inhibitory effect on the iso- 
lated uterus. The rhythmic spontaneous move- 
ments stop and there is a maximum lengthening of 
the muscle elements. This exhaustion also occurs 
after the organ has been stimulated to partial 
contraction with barium chloride. 

g. Histamine causes contraction with cessation 
of spontaneous movements. 

1o. Atropine in small doses strengthens the 
movements of the uterus and paralysis is not pro- 
duced even with large doses. 

11. The increase of tonus caused by pituglandol 
or pilocarpine can easily be overcome by atropine. 

ZOEPPRITZ. 


Von Winiwarter, A. F. R.: Distribution of Extract- 
ives in the Non-Striated Musculature of the 
Uterus (Die Verteilung des Extraktivstickstoffes 
in der glatten Muskulatur des Uterus). Arch. f. 
Gynék., 1913, C, 530. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

The author carried out four series of experiments 
with the uterus of the horse: the pregnant uterus, 
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the non-pregnant uterus, and myomata. He tested 
first the total nitrogen, then the substances that are 
precipitable with phosphotungstic acid, the al- 
bumoses, the ammonia, the purin bodies, the car- 
nosin, creatine, creatinine, and urea. He compared 
the findings with those in striated muscle and con- 
cludes: The extractives increase during pregnancy, 
in proportion to the increase in the volume of the 
uterine muscle, and preserve their usual proportion 
to each other. He found this proportionate increase 
in myoma also. BAUER. 


Beckmann, W. G.: Mixed Mesodermal New- 
Growths of the Cervix (Zur Lehre der heterolo- 
gischen, mesodermalen Neubildungen des Gebiir- 
mutterhalses). Zétschr. f. Geburtsh. u. Gynik., 1913, 
XXVili, 1123. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

A 22-year-old cachectic patient had had a bloody 
discharge for 2 months. A polyp which was found 
on the posterior wall of the cervix was removed and 
the cautery applied but in two weeks the patient 
was in the same condition as before. Another 
operation was performed but the cachexia increased 
and 7 weeks after the first operation she died. 
Post-mortem showed the pelvis filled with masses 
of polyps, made up of large, round cells with nuclei 
rich in chromatin; the blood-vessels were very 
abundantly developed; and here and there were 
masses of hyaline cartilage, with calcareous deposits 
in places, and some non-striated muscle fibers. 
The tumor came from the cervical mucous mem- 
brane, the muscular wall was intact, and there were 
no metastases. 

This was a mixed tumor containing different 
differentiated tissues. This differentiation points 
to embryonic tissue. The tissues found — cartilage, 
bone, and unstriated muscle — originate from the 
mesoderm; therefore, the author calls the tumor a 
mixed mesodermic tumor of the cervix. As to the 
origin of such tumors Beckmann agrees with Wilms 
that, in embryonic life, undifferentiated tissue is 
displaced through the wolffian duct and reaches the 
uterus and vagina; by becoming differentiated later 
this causes the mixed tumor. Its growth is at first 
hindered by unknown causes, but later it grows ir- 
regularly and unrestrainedly —average duration 2 
years, recurrence frequent. GINSBURGH. 


Burckhard, G.: The Value of Exploratory Curettage 
in the Diagnosis of Carcinoma of the Body of 
the Uterus (Uber den Wert der Probeausschabung 
zur Diagnose des Carcinoma corporis uteri). 
Zischr. f. Geburtsh. u. Gyndk., 1913, 1xxv, 34. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 

In four cases, the author has found that explora- 
tory curettage in beginning carcinoma of the body 
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of the uterus has only a limited value. In spite of 
the negative histological results vaginal total 


extirpation was performed in all cases because of the 
clinical symptoms, and in each case there was a 
beginning carcinomatous process in the fundus. 
In doubtful cases, therefore, extirpation of the 
uterus that is indicated by the clinical symptoms 
should not be given up because of deceptive 
microscopical findings. SisSENGUTH. 


Keitler, H.: Radium Treatment of Cancer of the 
Uterus (Zur Radiumbehandlung des Gebirmutter- 
krebses). Wien. klin. Wehnschr., 1913, xxvi, 1839. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 


Radium and mesothorium should be regarded as 
nothing more than palliative measures. Operable 
carcinomata, even in the earliest stages, should 
always be operated upon, as no one can guarantee 
their radical cure by radium. After-treatment of 
operated cases by irradiation is, on the other hand, 
justifiable and often of great value. It must not 
be assumed, however, that mesothorium treatment 
is harmless; the process of absorption disturbs the 
general condition considerably. The secreting 
surface should be frequently cleansed and disinfected 
with tincture of iodine; the doses of radium, even 
when strongly filtered, should not continue over 
twelve hours and should have lapses of two to six 
days between them. The radium carrier should be 
adapted to the shape of the tumor and be brought 
as near as possible to the part to be treated. The 
tissue lying over the carcinoma may be incised. 
For cases that have not passed the bounds of opera- 
bility too far, a preparatory radium treatment may 
be of value. IMMELMANN. 


Chéron, H., and Rubens-Duval, H.: The Value of 
Radium in the Treatment of Uterine and 
Vaginal Cancer (Uber den Wert der Radiumthera- 
pie in der Behandlung der uterinen und vaginalen 
Krebse). Fortschr. a. d.Geb. d. Réntgenstrahl., 1913, 
Xxi, 229. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


The chief points in the technique of radium 
treatment of inoperable carcinomata of the cervix, 
body of the uterus, and vagina are as follows: The 
use of Dominici’s method of ultrapenetrating irra- 
diation, with massive doses and increased filtration 
with increased size of the doses. The radium rays 
have an elective effect on the carcinoma cells which 
finally destroys them; this effect proceeds in the 
same way as the spontaneous defense of the organ- 
ism against the cancer. In two cases there was 
cure of an inoperable carcinoma of the cervix after 
only two treatments, confirmed in the first case by 
autopsy, and in the second by histological examina- 
tion of tissue from the uterus removed by hyster- 
ectomy. In the latter case, however, living cancer- 
cells were found in the pelvic glands removed with 
the uterus. The value of the treatment, which is 


local and dependent on the depth of penetration of 
the rays, lies, not alone in the cures, but in the 
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marked improvement in cases where all other 
treatments have failed. 

In 158 cases treated in the manner described 
above, there was one certain, anatomically demon- 
strated recovery; 155 improvements, of which 93 
were very pronounced and 46 of which were prob- 
ably cures; in two cases the results were negative. 

K. HoFrrMann. 


Schauta, F.: Radium and Mesothorium in Car- 
cinoma of the Cervix (Radium and Mesothorium 
bei Carcinoma cervicis). Monatschr. f. Geburtsh. u. 
GyndGk., 1913, XxXxviii, 503. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

After the use of 10 mg. mesothorium for 24 hours 
the author saw no effect except necrotic decompo- 
sition. Sixty-six milligrams of mesothorium with a 
lead plate o.3 mm. thick and a silver plate 0.5 mm. 
thick were applied to the diseased place for 7 days. 
Radium was filtered through 2 mm. of lead, and 50 
to 100 mg. were used for 8 to 9 days, and then a 
rest of 8 to 10 days given. Radium seemed more 
effective than mesothorium. His deductions on 
the effect of radium follow: 

1. Localeffect. After the first, or at latest the third 
series no microscopically unchanged carcinoma tis- 
sue could be found; many times no carcinoma tissue 
could be recognized at all. The infiltration of the 
parametrium sometimes remained stationary, some- 
times decreased, and the nodular masses in the 
cervix disappeared. The effect is elective; healthy 
tissue was never affected. 

2. General effect. Headache, loss of appetite, 
pain in the intestines and bladder, constipation 
and diarrhoea; sometimes rises in temperature 
disappeared 24 hours after the removal of the 
radium. 

3. Injurious effects. Two severe hemorrhages, 1 
vesicovaginal fistula, 1 rectovaginal fistula,—although 
it is a question whether the fistula can be attributed 
to the radium. 

In radium treatment, Schauta recommends that 
the following points be taken into consideration: 
The size and location of the carcinoma, the extent 
to which the septa between the vagina and rectum 
and vagina and bladder are involved, and the general 
condition of the patient; and that all operative cases 
should be operated on as before, preferably by the 
author’s extended vaginal radical operation, which 
gives a mortality of only 3.6 per cent. After the 
operation a not too intense radium treatment is 
indicated. All inoperable and severe operable cases 
should be given radium treatment. It is contra- 
indicated, however, when the septa between the 
vagina and bladder or rectum are involved and in 
severe cachexia. A dose of 40-50 mg. radium is 
sufficient, and should be left in position 5 days; 
followed by ten days’ rest and then renewed applica- 
tion. Care must be taken that local recovery is not 
mistaken for real recovery, which cannot be assured 
for from three to five years. Case histories of 16 
patients treated are given. JAEGER. 


Berdez: Réntgen-Ray Treatment of Myomata 
(Uber die Réntgentherapie der Myome). Fortschr. 
a. d.Geb. d. Réntgenstr., 1913, XX, 393. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


The author reports 82 cases of myoma and 20 of 
uterine diseases. There were few failures; three 
times hemorrhage began again with erythema with 
no serious complications. Following is a summary 
of the technique: Hard Muller’s tubes and radiology 
tubes (9-11 W.); 3 mm. aluminum filter; distance 
from the skin 20 ccm.; two fields, one on each side, 
g ccm. in diameter. Irradiation is from two direc- 
tions on each ovary, the apparatus being directed 
from above downward and from without inward. 
Compression of the fiela is produced by a Luffa pad 
to render the skin anemic, and bring the ovary 
nearer the surface. Treatment is continued during 
the menses in order to make use of the increased cir- 
culatory activity to heighten the effect. Each 
field is treated until it assumes color III of Bordier’s 
scale, 12 H. Five to six treatments are given in a 
series, one every other day with 3 weeks’ rest be- 
tween series. The results are satisfactory. In 
suitable cases Freiburger’s method may be applied 
with Krénig’s apparatus. MU 


Philips, T. B.: Myoma and Sterility (Myom und 
Sterilitét). Dissertation, Berlin, 1913. 
By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


A detailed review of the literature follows the 
statistics of the Amsterdam Gynecological Clinic, 
which includes 1,904 myomata. Of these patients, 
814, or 75.5 per cent, were married, and 241 of these, 
or 29.9 per cent, sterile; 264, or 24.5 per cent, were 
unmarried. Among the 814 married patients there 
were 1,905 children and 441 abortions, that is, 2.25 
per cent children and only 0.55 per cent abortions, 
or counting out the nullipare, 3.21 per cent children 
and 0.8 per cent abortions. The author concludes: 

(1) There is a certain coincidence of myoma and 
sterility, or at least decreased fertility. 

(2) The proportion between nullipare and multi- 
pare is the same among myoma patients as among 
women in general. 

(3) Fertility is less in married myoma patients 
than in women in general, and abortion more 
frequent. 

(4) In myoma patients who abort, the tumor 
seems to be the cause of the abortion in about half 
the cases; generally the tumor follows the cessation 
of conception. 

(5) Myoma is not an absolute reason for sterility, 
though they are often found together in the sta- 
tistics. 

(6) The combination of myoma with sterility is 
less in subserous myomata; with them abortion is 
less frequent and fertility high. 

(7) In sterile married women intramural tumors 
predominate. 

(8) Primary sterility (139 cases) is more frequent 
than secondary (32 cases); primary 81 per cent, 
secondary 19 per cent, at the Amsterdam clinic. 
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(9) In primary sterility the tumor increases with 
the age and duration of the marriage; in secondary 
sterility there is no fixed relation. On the average 
these patients come to the physician with tumors 
of the same size, but at a younger age. In unmarried 
myoma patients the tumor is larger the older the 
patient. 

(10) In early cessation of the sexual life fertility 
is independent of the size of the tumor, which tends 
to show that it has developed after the cessation 
of sexual activity. C. H. Srratz. 


Alexandroff, F. A.: Treatment of Fibromyoma of 
the Uterus with Réntgen Rays (Behandlung 
der Fibromyome des Uterus mit Réntgenstrahlen). 
Zischr. f. Geburtsh. u. Gynik., 1913, Xxviii, 1517. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 


The author has used réntgen rays in 15 cases of 
fibromyoma of the uterus. He reports 3 of the 
cases in which the effects were the most marked. 

The first case was a 47-year-old woman, who for 
to years had had menses lasting 2 to 3 weeks. The 
diagnosis was multiple fibroma. After irradiation, 
there was a cessation of hemorrhage, except for a 
very slight menstrual discharge, and the tumor 
decreased in size. 

The second case, a 4o-year-old patient, was 
troubled with pain in the abdomen and _ profuse 
menstruation. The diagnosis was multiple fibro- 
myoma. After irradiation for five or six months 
there was no more bleeding. The symptoms of the 
menopause decreased after scarification of the 
cervix and the tumor decreased in size. 

The third case was a 39-year-old patient, who had 
pain in the abdomen and a slight menstrual dis- 
charge. Examination showed myoma of the an- 
terior wall and marked cedema of the cervix. After 
irradiation for a month and a half the cedema dis- 
appeared, and the tumor became firmer. Menstrua- 
tion ceased and the treatment was interrupted on 
account of severe symptoms of the menopause. 

In the first two cases the rays acted chiefly on the 
ovary, producing oligomenorrhoea in the first and 
amenorrhoea in the second; in the third case they 
acted on the tumor itself, with retrogression of the 
cedema and the tumor. Absorption of the serous 
transudate was manifested by intoxication of the 
organism — symptoms of the menopause. In this 
retrogression of the oedema from the effect on the 
blood-vessels the author sees the chief factor in the 
decrease in the size of the tumor. The more 
oedematous and softer the tumor the surer the re- 
sults. The effect of the rays on the tumor itself 
demands further explanation. GINSBURG. 


McGlinn, J. A.: The Heart in Fibroid Tumors of 
the Uterus. Surg.,Gynec. & Obst., 1914, xviii, 180. 

By Surg., Gynec. & Obst. 

The conclusions reached by the author are based 
on the study of 5,700 post-mortem records in the 
Philadelphia General Hospital. While admitting 
that fibroid tumors of the uterus are frequently 
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associated with cardiac disease, McGlinn denies the 
existence of the fibroid heart as a distinct entity. 
The study is divided into two parts. In the first 
part 131 cases of fibroid tumors of the uterus are 
tabulated. They are considered from the stand- 
points of race, age, clinical diagnosis, position of 
the tumor, size of the tumor, heart lesions present, 
and pathological cause of death. In the second 
series 113 cases of fibroid tumors of the uterus are 
contrasted with an equal number of cases of the 
same ages and races without fibroids, and the heart 
lesions present in both types compared. 

The author discusses the various theories which 
have been advanced to explain the relationship 
between fibroid tumors of the uterus and heart 
disease. In considering the possibility of the 
existence of a fibroid heart he dismisses all theories 
except the following: (1) A toxin produced during 
the growth of the tumor causes 
changes in the heart and blood-vessels; (2) fibroid 
tumors of the uterus are only a local feature of a 
general process. He holds that none of the other 
theories advanced will fit every case, and that if 
these theories were true a constant heart lesion 
would be found present in all tumor cases and 
that in the largest tumors the most marked heart 
changes would be found. The study of the first 
series, however, does not bear out these contentions. 
In the series he found 35 distinct varieties of heart 
lesions, one of which, mitral sclerosis, was not present 
in more than 45 of the cases. He also found that the 
largest and most seriously diseased hearts were 
found in the cases with the smallest tumors. 

In the second series of cases he shows that heart 
lesions are just as common in the non-fibroid cases 
as in the fibroid ones. The following are the con- 
clusions submitted: 

1. From this report a definite entity of a fibroid 
heart cannot be sustained. 

2. If the fibroid tumors of the uterus were the 
cause of all the heart lesions described in this study, 
then every tumor, regardless of its size and situa- 
tion, should be removed —a contention that the 
most radical would scarcely agree to. 

3. Uterine myomata, occurring in middle and 
advanced life, are practically always associated 
with sclerotic heart lesions. These lesions are a 
part of a general process and bear no relation to 
the fibroid. 

4. Large tumors, by increasing the work of the 
heart, and tumors causing pressure on the pelvic 
circulation may produce hypertrophy and secondary 
dilatation of the heart. 

5. Anemia from hemorrhages, infections, and 
certain degenerations of the tumor may affect the 
heart secondarily, causing changes such as fatty 
degeneration, brown atrophy, and cloudy swelling. 

6. The majority of cases of fatty degeneration, 
brown atrophy, cloudy swelling, myocarditis, etc. 
found in connection with fibroid tumors of the 
uterus are not caused by the tumor, but by condi- 
tions entirely foreign to the tumor. 
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Kroénig: Réntgen Rays, Radium and Mesothori- 
um in the Treatment of Uterine Fibroids and 
Malignant Tumors. Am. J. Obst., N. Y., 1914, 
Ixix, 205. By Surg., Gynec. & Obst. 


The technique used in the Freiburg Clinic differs 
from that usually advocated in that the largest 
possible doses are used as routine from the beginning 
of treatment. While at this clinic it is not con- 
sidered that every case requires immense dosage, 
yet it is impossible to tell in advance whether a given 
case will be favorably influenced with small dosage, 
and again small dosage in the beginning of treat- 
ment very frequently causes an increase in the 
bleeding; the clinic therefore has adopted the large 
dosage method both because it is more rapid in its 
effects and because it is free from the danger of 
increasing the bleeding at the beginning of treat- 
ment, a factor of great importance, and the results 
from this technique have been entirely satisfac- 
tory. 

Up until this time 350 myoma cases have been 
treated at the Freiburg Clinic by means of the 
X-rays and have not in a single instance failed to 
produce an amenorrhcea. An endeavor has been 
made to gauge the treatment in young individuals, 
so as to bring the quantity of blood within the nor- 
mal, but the attempts have not been satisfactory, 
since relapses are frequent unless absolute amenor- 
thoea is produced. The X-rays produce sterility 
along with the amenorrhcea, so where this result 
is not desirable, the X-rays are not to be used. The 
clinic has abandoned the operative treatment of 
fibroids for the treatment by the réntgen rays except 
in those occasional cases where it appears that a 
myomectomy may leave a functionating uterus for 
a young woman. The argument is that the réntgen 
rays are just as efficient in their action as the total 
ablation and is devoid of all danger to life, while an 
operation carries with it an operative mortality, 
even if it is small. The artificial menopause symp- 
toms are in general not nearly so pronounced as 
after operation. 

According to the technique employed, an average 
of 5 to 8 sittings at intervals of 18 days are necessary 
to perfect a result, so that a cure requires from 3 to 
4 months’ time. The patient is given two extra 
treatments after the desired amenorrhcea is pro- 
duced. With perfected technique skin burns are 
absolutely avoided so that the treatment carries 
with it no pain or danger. 

The action of radium and mesothorium upon 
myomata is due to their y-rays; the other rays have 
to be filtered out, and since the y-rays constitute 
only about one per cent of the ray output of these 
substances, the dosage necessary to produce results 
must be very large. The substances may be applied 
to the abdominal surface of the tumor, or capsules 
may be placed in the vagina in the vicinity of the 
tumor, or a capsule may be placed within the uterine 
cavity. The intra-uterine method is more rapid in 
its result, but is associated with unpleasant by- 
effects. 
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The attempts to treat ovarian tumors with meso- 
thorium and X-rays have not been successful. 

Three cases of hypertrophy of the prostate were 
treated at the clinic in the same manner. In two 
there has been decrease in the size of the prostates 
to touch, and some improvement of the bladder 
symptoms; one case is still under treatment. There 
was seen great decrease in size of goiters, as the 
result of the action of mesothorium. 

There were treated 254 cases of cancer at the clinic 
with réntgen rays and radium; this includes all 
cases, some treated after operation for the preven- 
tion of secondary growths, as well as those cases 
where no operation had been performed. Of 150 
cases treated entirely without operation, 140 were 
treated by the combined use of mesothorium and 
the réntgen rays, while 1o cases were treated with 
réntgen rays alone. 

Sixty-four cases were treated for the prevention of 
secondary growth after operations for cancer; of 
these, 43 were treated almost exclusively with 
unfiltered rays, while 21 cases were treated partly 
with filtered and partly with unfiltered rays. While 
23 of the 43 cases undoubtedly died of carcinoma, 
from following the subsequent history of 20 of the 
21 cases proof is shown that 19 are undoubtedly free 
of carcinoma. While sufficient time has not elapsed 
to speak of them as definitely cured cases, yet the 
result is so unusual that it will have to be credited 
to the treatment, that recurrences are not so fre- 
quent when filtered rays are used after operation. 

In arriving at opinions as to the results of their 
therapeutic use of radio-active substance in the 140 
cases, the clinic divides the cases into (1) those in 
which the cancer is limited to the primary focus, 
(2) those cases in which the surrounding tissue has 
been invaded, and (3) those cases in which not only 
the neighboring tissues have been invaded but in 
which there has also been metatases in distant 
organs. 

They have been able to cure no case of metastatic 
cancer. In those cases where the disease has in- 
vaded neighboring tissue they also have been un- 
able to produce a cure, though they have seen some 
remarkable retrogressions and transitory cessation 
of growth; but as far as they are able to judge, re- 
newed activity of the disease occurs later. They 
have had cases where not only retrogression of the 
growth in the primary focus has occurred, but also 
in the parametrium and in the neighboring glands, 
so that carcinoma could no longer be found during 
an observation period of more than a year. 

In cases of the first group, where the cancer is still 
a local disease and has not advanced beyond the 
primary focus, the sort of cases ordinarily termed 
operative, they have been able to cause a complete 
disappearance of the cancer as far as can be recog- 
nized histologically, even after deep incision into the 
tissues. The case of cure longest observed in the 
series is one of a large carcinoma of the abdominal 
wall, that has been under observation for only two 
years. N. Sproat HEANEY. 


Giles, A. E.: A Plea for Early Operation in Cases 
of Uterine Fibroids. Med. Press & Circ., 1914, 
xcvii, 167. By Surg., Gynec. & Obst. 

Giles advocates the early operation on fibroids 
because he believes more conservative operations 
may be performed such as myomectomy; also if the 
diagnosis is in error the patient’s condition may be 
bettered and perhaps a life saved if the tumor 
turns out to be malignant; an operation regardless 
of the age of the patient if the symptoms warrant it. 

The author concludes that operations relieve 
patients from invalidism and that waiting for the 
menopause is not the rational treatment, as the 
symptoms do not then subside. EUGENE Cary. 


Mapes, C. C.: Infantile Menstruation. Pediatrics, 
IQ14, XXVi, 24. By Surg., Gynec. & Obst. 
The author opens his paper with a discussion of 
the theories of menstruation, which in brief are these: 
The uterine congestion theory of Hippocrates; 
the lunar theory of Aristotle; the mechanical theory 
of Galen, and the chemical or fermentative theory 
specified by the Hebraic law. The more recent 
theories are the nervous automatic control advances 
by Tait, Raymond, Robinson, and Martin; the in- 
ternal secretion of the ovary theory as advanced 
by Gore, and the theory that maturation of the 
graafian follicle induces ovarian congestion and 
thus, reflexly, a pelvic congestion results. 

The author believes that infantile menstruation 
owes its origin to precocious maturation of the 
graafian follicles. Mapes says that this, however, 
seems fallacious, as menstruation has been noted in 
women in whom the ovaries have been congenitally 
absent and in women after both ovaries and tubes 
have been removed. 

The following cases are cited: 

1. Seven days after delivery the infant menstruat- 
ed for 3 days. This was repeated every 28 days, 
and “there was an unusual amount of milk in the 
infant’s breasts.” 

2. The menstruation began in a child 4 days 
after birth and was regular thereafter with “milky 
fluid oozing from the nipples. 

3. Achild 3 years old, seen at autopsy, had men- 
struated every 3 weeks since birth. In this case 
the ovaries showed signs of ancient and recent ovula- 
tion. 

4. Menses began in this case at six months of age. 

5. In this case menstruation began at fourteen 
months. 

The author cites several other cases that have 
about the same history and says that several such 
cases have been observed in Louisville in recent 
years, two of which have fallen under his own notice. 

EUGENE Cary. 


Cramer, H.: Radical Operation for Prolapse 
(Beitrige zur Prolapses). 
Arch. f. Gynak., 1913, ci, 24 

By Zentralbl. f. d. ges. Gyniik. u. Coben. s. d. Grenzgeb. 

The author’s work is based on 178 radical opera- 
tions; in 169 cases Wertheim’s operation was per- 
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formed, 9 times the interposition of the uterus was 
accomplished through the abdomen. Cramer 
prefers the reversed T-incision. 

As the interposed uterus, if not covered with 
mucous membrane, may pull out the anterior 
vaginal wall in a funnel-shape, Cramer, like Schauta, 
recommends that it be completely covered over 
with vaginal mucous membrane. The uterus is 
always fixed with a series of interrupted sutures 
from the fundus to the cervix, and the vagina 
tamponed after the operation. The abdominal 
cavity is accurately closed by suturing the vesico- 
uterine fold to the posterior cervical wall. 

In many cases, ligation of the bladder is necessary. 
In one case, in which anterior and posterior colpor- 
rhaphy had been performed 6 years before the blad- 
der ruptured, the edges could not be brought 
together and sutured on account of the scar; after 
the removal of the permanent catheter on the 
twelfth day the bladder was perfectly continent. 
If there is incontinence of urine as well as prolapse, 
in addition to replacing the bladder, the author 
ligates the neck of the bladder and urethra; the 
cause of the incontinence he thinks is a tearing of 
the urethra and bladder from their supporting 
tissues. 

In order to narrow the vault of the vagina which 
is frequently very flaccid, he recommends the 
resection from the reversed T-incision of an equilat- 
eral triangle, with its apex at the urethral promi- 
nence and its base at the transverse incision in the 
cervix. In this way the ligaments of the uterus 
can be reached and tightened by transverse sutures. 

In the author’s opinion, exploratory curettage 
should precede the operation for prolapse. He 
prefers excision of the mucous membrane to cauter- 
ization. In myoma he uses the wedge incision. 
If necessary, the cervix is amputated after the 
interposition and the closure of the anterior colpor- 
rhaphy wound. The crura of the levator are united 
in the median direction by 4 to 6 buried sutures. 
Two of the cases died; one was complicated by a 
ruptured tubal pregnancy and died of peritonitis. 
In the second case the patient died of embolus of 
the lung. Two cases, who had to have laparotomy 
performed afterwards on account of ileus, recovered. 
Among 140 cases examined afterwards, there were 
4 recurrences, giving 2.9 per cent recurrences and 
97.1 per cent permanent recoveries. P. MEYER. 


Krauze, L.: Operative Treatment of Prolapse of 
the Pelvis (Zur operativen Behandlung des Mast- 
darmvorfalles). Przegl. chir. i ginek., 1913, ix, 156. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


The author gives a revicw of the present views 
as to the etiology of the condition and a criticism of 
the different methods of operation. Resection is a 
severe operation with 11 per cent mortality. The 
operation scar may give rise secondarily either to 
stenosis, or because of rupture, to a recurrence. 
Colopexy through the anterior abdominal wall gives 
60 per cent of recurrences and may lead to the 
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formation of dangerous bands of adhesion. Opera- 
tions for the repair of the pelvic floor have not been 
very successful. 

The author prefers Rehn-Delorme’s method of 
incising the mucous membrane of the prolapsed 
section in a cylindrical form and uniting the edges 
of the defect by a series of sutures. He has operated 
on g cases by this method and gives the case his- 
tories. The severe hemorrhage which would other- 
wise take place is avoided by the elastic ligation of 
the prolapse at the anus. The oldest patient was 
68, the youngest 22. Most of the cases were oper- 
ated on under local anesthesia; the results were 
good and there was recurrence in only one case after 
a year. In two cases, in elderly women, a slight 
prolapse after a few weeks was remedied by a plastic 
operation on the floor of the pelvis. In simple, mild 
cases the method is excellent and gives few recur- 
rences. In severe cases it may be combined with a 
plastic operation on the floor of the pelvis; the 
second operation should be performed a few weeks 
after the first. WERTHEIM. 


Harris, S. H.: Ventrofixation of the Uterus; with a 
Report of Two Cases of Dystocia. Australas. 
M.Gaz., 1914, xxxv, 61. By Surg., Gynec. & Obst. 


The author gives the teachings of various author- 
ities on this subject and reports two cases from his 
experience. The first patient, aged 33, I[I-para, was 
seen at term. A ventrofixation had resulted from 
an operation two years before. Twelve months 
after this she had been delivered of a dead child 
“feet first,” after a difficult labor. The author 
found a shoulder presentation, the cervix drawn high 
up and fully dilated. The child was delivered by 
podalic version. 

The second patient, a primipara, aged 19, had 
a Gilliam operation followed by some infection 
which resulted in a ventrofixation. There was a 
shoulder presentation and a partial placenta previa. 
External version was performed and a leg brought 
down. The child was lost, but the mother made a 
good recovery. C. H. Davis. 


Mamourian, M.: The Radical Cure of Procidentia 
Uteri in Elderly Women. Brit. M. J., to14, i, 
367. By Surg., Gynec. & Obst. 


The author believes that a radical cure for pro- 
cidentia in elderly women can be done entirely by 
the vaginal route and with this in mind he has 
devised an operation which he has been using with 
complete success. 

To correct the condition of prolapsus the follow- 
ing conditions must be complied with: (1) Reduc- 
tion of the weight of the uterus proper; (2) removal 
of excessive cervical substance; (3) anteflexion of 
the uterus; (4) narrowing of the vaginal canal; (5) 
lengthening of the posteror vaginal wall; (6) 
restoration of the parallelism of the vagina to the 
conjugate of the pelvis; (7) restoration of the con- 
tinuity of the cellular tissue around the new vagina; 
(8) repair of the pelvic diaphragm; (9) repair of the 


GYNECOLOGY 613 


perineal body; (10) widening of the perineum and 
lessening the size of the pudende orifice. 

The operative procedure is as follows: Curettage, 
amputation of the cervix, and anterior colporrhaphy, 
followed by perineorrhaphy. 

In the anterior colporrhaphy after the mucous 
flap is removed and the cervico-vagino-vesical cell- 
ular tissue is exposed, two anteflexing sutures are 
passed into the cervical end of the wound transfix- 
ing the mucous membrane edges. These pass up- 
wards to the supravaginal segment of the cervix and 
out through the cellular tissue under the bladder. 
This procedure anteflexes the uterus; the para- 
metric stitches are then taken and the mucous 
membrane closed. Next, the posterior colpor- 
rhaphy is done in which the vaginal outlet is closed 
so as to admit the thumb only, the posterior wall 
being closed with the Lambert stitch. The peri- 
neum is filled in by the ‘‘segmental” stitching, in- 
terrupted sutures being used. The skin is closed by 
Michel clips. 

The author has carried out the above procedure 
twenty times without a mortality or a recurrence. 

EUGENE Cary. 


Van Teutem, E. A.: The Causes of Retroflexion 
(Die Ursachen der Retroflexion). Nederl. Mand- 
schr. v. verlosk. en vrouwenz., 1913, ii, 540. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 

The author based his study on 1,438 patients of 
the Leiden gynecological clinic. The frequency was 
16.6 per cent. In 200 patients on the medical side 
there were 5.5 per cent of retrotlexions and in 951 
parturient women there were also 5.5 per cent retro- 
flexions, from which he draws the conclusion that 
birth has no effect in producing retroflexion. 

After a thorough discussion of the literature, the 
author comes to the conclusion that the uterus is 
held in anteflexion only by the tonus of its tissues. 
Retroflexion is produced by: (1) Loss of tone from 
asthenia, infantilism, tuberculosis, anemia, chloro- 
sis, exhausting diseases, senility, and post-mortem 
relaxation; (2) pressure on the anterior wall from 
tumors or increase of intra-abdominal pressure; 
and (3) traction on the posterior wall by tumors or 
adhesions. The first of these causes is the most 
frequent and most important. Congenital retro- 
flexion is very rare. Retroflexion is not influenced 
by delivery. C. H. Strratz. 


Mendes De Leon, M. A.: Alexander-Adams Opera- 
tion (Zur Alexander-Adams Operation). Monat- 
schr. f. Geburtsh. u. Gynik., 1913, xxxviii, 536. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

In retroflexion of the uterus, if the position is 
corrected an improvement in the subjective and 
objective symptoms is obtained in the majority of 
cases. This is especially true of mobile retroflexion, 
in which there must be unhindered freedom of 
motion of the whole organ, as well as between the 
upper and lower parts of it. Pessaries, which were 
formerly used to correct the position, cannot be 


used in virgins with small cervixes, in cases where the 
pelvic musculature is injured, or if the mucous 
membrane is inflamed and sensitive; at any rate, 
after they are removed the condition generally 
recurs. 

No operation is justified that does not preserve 
the physiological mobility of the uterus. This 
condition is best fulfilled by shortening the round 
ligaments by an Alexander-Adams operation. After 
the operation a pessary, generally Hodges’, is worn 
for 4 or 5 weeks, and the patient can get up on the 
tenth or twelfth day. If there is also an inguinal 
hernia the hernial sax is freed from the ligament and 
removed by Bassini’s method. 

Among 5,000 patients since 1902, the author has 
had 1,360 cases of retroflexion of the uterus. Two 
hundred and sixty of these were immovable; of the 
remaining 1,100, 733 were treated non-surgically, 
235 replaced by pessaries, and 132 operated on by 
Alexander-Adams method. There were no deaths; 
once the bladder was injured and sutured without 
any bad results; once there was pneumonia; the 
results were generally satisfactory. He examined 
56 of the patients later, and found three recurrences 
which the patients were not aware of. In one of 
these patients there had been bilateral inguinal 
hernia and severe enteroptosis. He had uniformly 
favorable reports of most of the other patients, 
either from themselves or through their physicians; 
15 of the patients — 4 primipare and 11 multipare 
— became pregnant without a recurrence. 

Wot rr. 
Sigwart, W.: Avoiding Peritonitis in the Operative 
Treatment of Rupture of the Uterus and 
Perforating Wounds of the Uterus (Die Aus- 
schaltung der Peritonitisgefahr bei der operativen 
Behandlung der Uterusruptur und der perforieren- 
den Uterusverletzungen). Arch. f. Gyndk., 1913, c, 


196. 
By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


The rupture of the uterus is the most serious and 
dangerous complication of labor; accompanying it 
there are two dangers that threaten life: hamor- 
rhage and peritonitis. To prevent these two con- 
tingencies is the aim of medical treatment, but of 
the two, peritonitis is by far more difficult to avoid. 

Rupture of the uterus should be treated in the 
hospital, and Momburg’s method will be found a 
valuable aid in transporting patients. If the child 
is in the abdominal cavity delivery by the natural 
route is not always necessary, as bleeding is often 
slight on account of contraction of the uterus. If 
there are signs of severe internal hemorrhage, the 
child should be immediately extracted through the 
rupture and Momburg’s tube applied afterward. 
If the child has not escaped from the uterus, or 
only partially so, delivery should be performed by 
the natural route. Tampon and drainage are 
unsafe methods of stopping the hemorrhage, 
operation being the only safe method; in incom- 
plete rupture without severe laceration of the tissues 
this may be vaginal. Suture of the rupture is 
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seldom successful, therefore vaginal total extir- 
pation is to be preferred. If there are hematoma 
in the parametrium, laparotomy is to be preferred 
even in incomplete rupture; the injured parame- 
trium must be removed and the clots cleaned out. 
In complete rupture laparotomy is indicated. 
Suture of the wound should be undertaken only if 
the laceration of the tissues is slight; otherwise, 
total extirpation is to be preferred. The surest 
means of avoiding infection consists in absolutely 
closing off the pelvic wounds from the abdominal 
cavity. Therefore, in addition to the primary 
closing suture of the peritoneum, a second continuous 
suture similar to Lembert’s serous suture should be 
used. Sigwart describes twelve cases of rupture 
that were treated in this way: three of the women 
died of loss of blood; the remaining nine recovered 
without any severe peritoneal symptoms. Sigwart 
then discusses penetrating wounds of the uterus. 
Here too he recommends laparotomy with the aim 
of cleansing the abdominal cavity, but in these 
cases the uterus does not need to be removed. 
Careful covering over of the wounds with peri- 
toneum is important and the author recommends 
that the site of perforation be left outside the peri- 
toneum. GUGGISBERG. 


Breitstein, L. I.: Rupture of the Uterus Following 
Cesarean Section. J. Am. M. Ass., 1914, lxii, 689. 
By Surg., Gynec. & Obst. 

This case is interesting from the fact that the pa- 
tient, who was 17 years of age, had a normal pelvis 
and cesarian section was done because of a large 
hamatome which blocked the pelvic canal. The 
third day following operation the temperature rose 
to 38.8° C. and on the fifth day there was a pro- 
fuse purulent discharge from the vagina. An 
abdominal stitch abscess developed but the tempera- 
ture gradually fell to normal on the fourteenth day. 
About two years later she became pregnant and was 
delivered spontaneously through the vaginal route 
—the puerperium was not complicated. The 
third and last pregnancy occurred about eighteen 
months later. 

In the eighth month of the last pregnancy she was 
admitted to the hospital because she complained of 
irregular pains, not strong in character. Her abdo- 
men was distended and she looked as if she was at 
term; her temperature was 37.6° C. pulse roo, and 
respiration 24; no nausea, evidence of hemorrhage, 
or shock was present. The abdominal examination 
was not satisfactory. The position of the foetus 
could not be made out nor could the foetal heart- 
tones be heard. Life was felt until the day before 
the patient’s entrance into the hospital; her bowels 
moved after she had been in the hospital twenty- 
four hours and she felt more comfortable. She 
sat up in a chair and when she walked about the 
room her gait was peculiar; she would bend over 
and hold the lower part of the abdomen with both 
hands. 

A careful examination made at this time revealed 
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the occipito-anterior levus. The head was freely 
movable but no foetal heart-tones could be heard. 
The vagina was roomy and free from blood; the 
cervical canal was not obliterated; the cervix was 
hard and thick. On introducing the finger into the 
cervix and lower uterine segment it was found 
empty. The patient was immediately operated 
upon. 

On operation the intact bag of water containing 
the foetus was seen free in the abdominal cavity. 
The membranes were ruptured and the dead baby 
delivered. The placenta was found lying on the 
external anterior surface of the uterus. The uterus 
was fairly well contracted and the rupture was seen 
to be confined to the old scar from the cesarian 
section. There was no free blood in the abdominal 
cavity, but a black clot was removed from the left 
broad ligament. A supravaginal hysterectomy 
was performed, leaving the left ovary behind. 
The abdomen was closed with a drain in its lower 
portion. The post-operative history was unevent- 
ful. 

After briefly reviewing the case histories from the 
literature, the author comes to the following con- 
clusions: 

1. A cesareanized woman who gives a history of 
an infection with purulent discharge from the 
vagina in the puerperium is a good candidate for 
rupture of the uterus in one of her subsequent preg- 
nancies. 

2. The mere fact that a cesareanized woman has 
delivered herself spontaneously is no reason for 
believing that she is free from the danger of rupture 
of the uterus in her future pregnancies. 

3. Rupture generally takes place in a scar result- 
ing from improper wound-healing in the presence of 
infection. 

4. The implantation of the placenta on the site of 
the scar may so weaken the uterine tissue that it may 
rupture under the strain of labor. 

5. Cesarian section should be limited to those 
cases in which it is strictly necessary. 

6. A cesareanized woman should be in the 
hospital during the last month of her subsequent 
pregnancies so as to be under constant medical 
supervision. Epwarp L. Cornett. 


Nebesky, O.: Treatment of Complete Rupture of 
the Uterus (Beitrag zur Therapie der kompletten 
Uterusruptur). Monatschr. f. Geburish. u. Gyndk., 
1913, XXXVIil, 417. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb 

The author reports four cases of rupture of the 
uterus which he has observed at the Innsbruck 

Clinic since 1880. The first two cases were treated 

conservatively. There were no prodromal symp- 

toms of the rupture. Delivery was accomplished 


by the natural route, there was no hemorrhage, and 
neither the foetus nor placenta were extruded into 
the abdominal cavity; in one case the peritoneum 
was intact, and yet both cases died of peritonitis. 
The third and fourth cases were operated on suc- 
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cessfully. The uterus was emptied through the 
rupture, though in these cases neither the foetus nor 
placenta was in the abdominal cavity, and there was 
no serious degree of hemorrhage. In the fourth case 
there were no signs of distension; the rupture could 
be diagnosed only by the sudden appearance of 
pain, difficulty in breathing, and the free mobility 
of the foetal head. 

From his own cases and a study of the literature 
Nebesky concludes that in every complete rupture 
of the uterus immediate operation is indicated. 
Tamponing is only to be regarded as a temporary 
means of stopping haemorrhage, or to be used in 
cases where operation for some reason cannot be 
performed. The choice of the operation must 
depend on the case. He warns against simply 
suturing the rupture, on account of technical diffi- 
culties and danger of infection and recurrence. 
Whether total extirpation or supravaginal amputa- 
tion is the operation of choice will depend on the 
extent and location of the rupture, but both should 
be performed by the abdominal route. The question 
of drainage will depend on the operator but Nebesky 
recommends drainage of the peritoneum into the 
true pelvis. Only by immediate operation in all 
cases can the present mortality of 30 per cent be 
reduced. BLEEK. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Ekler, R.: Ovarian and Parovarian Tumors (Uber 
Ovarial- und Parovarialtumoren). Monatschr. f. 
Geburtsh. u. Gyndk., 1913, XXXvili, 523. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

A collection of the material from the Vienna 
Rothschild Hospital for the past 6 years, includes 211 
ovarian tumors, 45 of which were malignant. There 
is nothing particularly new in their symptomatology 
and diagnosis. There were mistaken diagnoses in 
3 cases of tumor of the kidney, 1 of the mesentery, 2 
of the stomach, and 1 of the pancreas. The indica- 
tion is to remove every ovarian tumor because of 
the danger of torsion of the pedicle and of malig- 
nant degeneration, cither by laparotomy, which 
was performed through a median incision 158 times 
and through a Pfannenstiel’s incision 38 times, 
or by colpoceeliotomy, which was performed 15 
times. 

The operation of choice in benign tumors is 
ovariotomy; in malignant ones the radical opera- 
tion, generally without drainage. In benign cases 
the mortality was 1.2 per cent, in malignant ones 
the primary mortality was 8.9 per cent. Of the 
211 tumors, 32 were intraligamentous; 179 had 
pedicles, and of these, 47 showed torsion of the 
pedicle — the most extreme case of torsion was 
5’ x 360’. Twice there was rupture and three times 
suppuration; in 9 cases, operation was performed 
during pregnancy; 60 cases were simple serous cyst; 
42 serous cystadenoma; 46 dermoid cysts, 42 car- 
cinoma; and 3 sarcoma. In 11 cases the new-growth 
originated from the parovarium. Moos. 


Djedoff, W. P.: Bilateral Ovarian Cyst, Complicat- 
ed by a Right-Sided Extra-Uterine Pregnancy: 
Operation; Recovery; the Fertilization of the 
Ovum in the Graafian Follicle of the Diseased 
Ovary; Causes of Extra-Uterine Pregnancy 
(Doppelseitige Kierstockskystome, kompliziert durch 
eine rechtseitige Tubergraviditaét Operation. Ge- 
nesung. Die Befriichtung des eies im Graafschen 
Follikel des kranken Eierstocks. Ursache der 
Extrauteringraviditét). Vrach. Gaz., 1913, Xx, 1524. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

The author thinks that disease of the ovary, from 

which the impregnated ovum comes, is the chief 
factor in the origin of extra-uterine pregnancy. 
Probably the ovum is impregnated in the graafian 
follicle, which does not open far enough to let the 
impregnated ovum out; but afterwards the follicle 
cannot resist the pressure of the growing ovum, and 
ruptures further so that the impregnated egg gets 
into the ampulla of the tube, but cannot pass 
through the lumen and in this way extra-uterine 
pregnancy arises. As an evidence of this the author 
cites the comparative frequency of pregnancy in 
the ampulla, and the occurrence of ovarian pregnan- 
cy. Asan illustration he cites a case that he operat- 
ed on, of pregnancy in the ampulla of the tube with 
cysts of both ovaries. BRAUDE. 


Barr, A. S.: A Case of Right Inguinal Hernia of 
Ovary and Tube. J. Am. M. Ass., 1914, Ixii, 451. 
By Surg., Gynec. & Obst. 
The author reports a case of a girl 12 years of 
age who had been afflicted with a hernia for some 
years and had worn a truss. Except for the truss 
she had not been bothered until two days before 
operation, while the truss was off, she coughed and 
a swelling appeared in the hernia. At operation 
the sac was found to contain the right ovary and 
tube, but no bowel or omentum. The ovary and 
tube were replaced in the abdomen and the wound 
closed in layers as usual. Epwarp L. Cornett. 


Eustace, A. B., and McNealy, R. W.: Case of Stran- 
gulated Tubo-Ovarian Hernia in an Infant. 

J. Am. M. Ass. 1914, x, 772. 
By Surg., Gynec. & Obst. 
After a reference to Heineck’s compilation of So 
cases of undoubted tubo-ovarian hernia, including 
all those found in English and foreign literature, 
the fact is noted that 35 of these cases occurred in 
infants under one year of age; all were inguinal, 
mostly irreducible and more or less strangulated. 
The case of a colored infant, 6 months old, is 
reported. The mother could not reduce a previously 
readily reducible hernia which had been present 
since birth and which had descended after a cough- 
ing spell. After 3 days’ treatment by hot applica- 
tions and ‘“‘drops” by neighborhood physicians the 
hernia became larger and the symptoms aggravated. 
When the child was examined by the writers, opera- 
tion was decided upon. The usual inguinal incision 
was made and a black congested mass surrounded 
by a bloody fluid found in the sac which pathological 
report confirmed as a gangrenous ovary and tube. 
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After excision of the mass Andrews’ imbrication 
was used and skin sutured without drainage. Re- 
covery was uneventful, confirming the excellent 
prognosis obtaining in tubo-ovarian as contrasted 
with intestinal strangulations. Eucenr J. O’NEILL. 


Fraenkel, M.: Dissolution of Parametritic Adhe- 
sions by Réntgen Rays (Lisung parametritischer 
Verwachsungen durch Ré6ntgenstrahlen). Zen- 
tralbl. f. Gyndk., 1913, XXXvii, 1570. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb 


In 75 per cent of all cases where there had been 
adhesions of the genital organs, Fraenkel found they 
had improved or entirely disappeared after réntgen 
treatment. Firmly fixed uteri became movable, 
thick bands in the parametrium softer and less 
prominent, and bands in Douglas’ pouch could no 
longer be felt when placed under tension. In one 
case a firmly adherent ovarian cyst became mov- 
able. He explains this retrogression of adhesions 
under réntgen treatment as being partly mechanical, 
the myomata as they decrease in size loosening the 
adhesions by traction. In other cases it must be 
admitted that there is a reduction of the adhesions 
by the direct action of the réntgen rays. This was 
particularly true in adherent uteri and peritoneal 
tuberculosis, and. in some cases, the retrogression 
of the adhesions was confirmed on laparotomy. 

FRANz COHN. 


EXTERNAL GENITALIA 


Kiister, H.: The So-Called Cysts of the Vagina 
(Beitrag zur Kenntnis der sogenannten Scheiden- 
cysten). Zischr.f.Geburtsh. u. Gyndk., 1913, xxiv, 611. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


In a case of vaginal cyst in a 26-year-old woman, 
the cyst, the size of a goose egg lay in the posterior 
vaginal vault under the mucous membrane in the 
rectovaginal septum. Close examination showed 
one large and two small cavities; the wall consisted 
of a double layer of non-striated muscle, one longi- 
tudinal and one circular, and an epithelial layer 
without glands; the wall was 3 to 4 mm. thick. 
The situation of the cyst under the vaginal wall as 
well as the structure of the tissue pointed to a con- 
genital origin. The author came to the conclusion 
that it originated from the wolffian duct, which had 
not only persisted, but developed into a structure 
similar to the vas deferens, with secondary cystic 


dilatation. RITTERSHAUS. 
Lerda, G.: Leiomyoma of the Urethro-Vaginal 
Septum (Leiomyoma septi urethro-vaginalis). 


Zischr. f. Geburtsh. u. Gyndk., 1913, lxxiv, 846. 
By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


The patient was a 49-year-old healthy multipara, 
whose last child had been born 9 years before. 
For 9 months a tumor had been developing between 
the labia majora. It was as large as a mandarin, 
looked like a cystocele, and had no connection with 
the uterus or other organs. It was encapsulated 
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and was easily removed, followed by the patient’s 
recovery in 8 days. It was found to be made up of 
fibrous connective tissue with numerous elastic 
fibers. Connective-tissue septa penetrated the 
tumor and between them were bundles of non- 
striated muscle fibers; there was no gland formation. 
About 260 such tumors have been reported. 

He discusses the reasons why fibromata of the 
vagina generally appear in the anterior wall. Most 
modern authors accept the possibility of such 
tumors originating from wolffian remnants. He 
argues with Raimondi the possibility of fibromata 
of the urethra developing in the vagina, discusses 
the diagnostic signs, and concludes that his case was 
a dermoid tumor originating from Miiller’s duct. 

MoraLLer. 


Sinclair, J. F.: Investigations in Vulvovaginitis. 
Arch. Pediatrics, 1914, xxxi, 29. 
By Surg., Gynec. & Obst. 

The unreliability of bacteriological examinations 
of smears and the misleading but characteristic 
tendency of vulvovaginitis towards periods of 
latency led the author to seek for improved methods 
of vaginal examination in children. Following the 
suggestions of Leopold and Rubin, the electric- 
lighted female urethroscope was used in the routine 
examination of eighty-three infants, and the results 
tabulated in two groups: (1) positive cases, (2) 
highly suspicious cases. 

Vulvar, vaginal, and bichloride smears were 
made and the clinical conditions of the cervix and 
vagina were ascertained by endoscopical inspection, 
and carefully recorded along with the clinical appear- 
ances of the vulva. 

In but one of the reported cases in which smears 
were positively gonorrhceal at some time during the 
course of the disease were the endoscopical findings 
normal. In all others of this group there were 
hemorrhagic spots, hyperemia, or free pus on or 
about the cervix. In the highly suspicious cases 
in which smears were, of course, not confirmatory of 
gonorrhoea the endoscopical appearances were again 
normal in but one case. 

A third table in the report gives the results of the 
complement-fixation test which was positive in 50 
per cent of the ten cases thus examined. The test 
proved negative in cases selected from Group 2. 

As a result of these investigations the author 
recommends the endoscope as a most valuable aid 
in the diagnosis of doubtful and suspicious cases. 

CuristiAN D. Haucu. 


Smith, G. G.: The Treatment of Gonococcus 
Vulvovaginitis; with Further Observations 
on the Value of the Complement-Fixation 
Test in Management of This Disease. Am. 
J. Dis. Children, 1914, vii, 169. 

By Surg., Gynec. & Obst 


The description of a practicable method of treat 
ment of specific vulvovaginitis in little girls, to 
gether with a discussion of the question as to th: 


a 


real cure of this affection and its relation to the 
complement-fixation test, comprise the substance of 
this article. The heralded efficacy of gonococcus 
vaccine in children is much doubted as a dependable 
therapy. 

The method employed by the author consists in 
a preliminary irrigation of the vaginal parts with a 
solution of either sterile water, 2 per cent boric 
acid, soda bicarbonate a teaspoonful to a quart, 
which is especially soothing, or potassium perman- 
ganate 1 to 8,000, especially when there is a tendency 
to chronicity. If the inflammation is very acute the 
local treatment is deferred a few days. 

The child is placed on a table back down, hips 
elevated, and the solution (slightly warmed) allowed 
to run into the vagina through a soft rubber French 
catheter.size 12 or 14, which has been well lubricated 
and inserted carefully through the hymen. Imme- 
diately following irrigation, one or two drachms of a 
silver salt, usually argyrol 10 per cent, are injected 
through the catheter by a hand syringe. The 
catheter is withdrawn and the thighs kept in close 
approximation for fifteen minutes. In the more 
chronic cases the vaginal parts are gently swabbed 
with tincture of iodine or Perrin’s solution. Ure- 
thritis, which is less often a complication than in the 
adult, is treated by daily instillation of 1 or 2 ccm. 
of 5 per cent protargol. 

The treatment, given preferably twice daily, 
should cover at least a month, but the patient 
should be seen at intervals thereafter. At least 
three months should elapse after cessation of the dis- 
charge before the case can be pronounced cured. 
The author believes that those discharges that re- 
appear after a long quiescence are due either to re- 
infection, often from the same source, or are non- 
specific and arise from masturbation, extension from 
dermatitis, or infections from other organisms for 
which gonorrhcea leaves a predisposition. Long 
and persistent treatment will insure total destruction 
of gonococci in the great majority of cases notwith- 
standing the pessimistic views of such authorities as 
Edith Spalding, who reports recurrence in 22 out of 
26 cases. 

Discussing the complement-fixation test, a weakly 
positive blood is said to be very often present when 
there has been neither clinical nor microscopical 
evidence of infection for a long period. His hypothe- 
sis is that there is a slight tendency for gonococcic 
antigen to combine with antibodies due to allied 
microérganisms. Cases are reported that were under 
observation several years and which bear out this 
point. EUGENE J. O’NEILL. 


Tweedy, E. H.: Lacerations of the Perineum and 
Their Treatment. Med. Press. & Circ., 1914, 
XCVii, 195. By Surg., Gynec. & Obst. 

This subject has received but scant attention of 
late years, and the general belief is that the last 
word has been said concerning it. Yet even to-day 
there exists a vast difference of opinion as regards 
the details of treatment. It was formerly held 
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that lacerations of the perineum occurred as a mere 
splitting through the median raphé and their im- 
portance was gauged by their length. The old classi- 
fication of three degrees of laceration is still repro- 
duced in textbooks, and remains a dogma which 
has long since outlived its meaning. 

The classical symptoms associated with partial 
rupture of the perineum are not dependent on the 
extent of the mediau rupture, but rather on the 
severity of the lesion in the levator ani muscles. 
The perineum may rupture in one of three ways: 
(1) The rupture might occur through its center. 
(2) One or both lateral supports might give way. 
(3) These lateral supports, without rupture, might be 
dragged from their attachments. The last is the 
common way. The muscle fibers are seldom snapped 
asunder; in the majority of cases they are torn 
from their insertion in the perineum. Such a catas- 
trophe leaves the skin and superficial fascia intact. 
It is the rule, rather than the exception, to see 
vigorous and misdirected efforts made to support 
the perineum at a period long after its tearing has 
actually occurred. The intimate connection be- 
tween the muscle and mucous membrane causes both 
structures to give way together, and such tearing is 
almost invariably followed by a slight flow of blood. 
It should never be nustaken for the “show.’”’ The 
retraction of the muscles can be felt by placing a 
finger in the vulva duringa pain. The thinly stretched- 
out perineal skin rarely escapes uninjured from 
the subsequent processes of labor. 

The appearance of the laceration and the best 
method of examining it is discussed. In the repair, 
the author states that the most perfect anatomical 
reunion will not occur unless the upper and lower 
surfaces can be united throughout their widest extent 
and that any closure o! the vaginal mucous mem- 
brane preliminary to deep suturing must diminish 
this area, and prevent approximation of important 
muscle-bundles. The employment of separate 
catgut sutures for the mucous membrane is not ad- 
vised because of the liability of suture infection. 
Furthermore, the muscle-fibers which lie to the outer 
borders of these mucous membrane rents are not 
placed in a position anatomically correct when 
fastened to the side of the mucous membrane tongue. 

It is the author’s custom to suture the perineum 
immediately after the cord is cut and before the 
fingers employed for exploring the wound have been 
withdrawn. If stout unchromicized catgut is em- 
ployed, the patient need never know she has been torn 
as she is still sufficiently under the anesthetic to be 
unconscious. The author uses a large needle 3 
inches long, semi-curved, which is held without 
a needle-holder. A long suture is used, the end of 
which is wrapped around the little finger to keep it 
clean. The point is entered at the skin edge of the 
posterior extremity of the wound, and is then rotated 
so as to make its concave surface look toward the 
floor. This enables it. to sink deeply into the lateral 
tissues, after which it is again rotated and pushed 
on until it lies beneath the tip of the index finger, 
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the one which holds back the base of the tongue of 
mucous membrane. It now penetrates deeply into 
the upper raw surface, and is brought out through 
the skin at a point which corresponds to its entrance. 
A second suture is placed in position about half an 
inch in front of the first. It pierces the apex of the 
tongue before crossing to the upper surface. Other 
stitches may be placed in position similarly, and 
each will enfold a smaller amount of tissue than 
its predecessor. All the sutures lie parallel to the 
bowel. 

The author prefers to do secondary operations two 
months after labor. Before that time the parts are 
soft and vascular, and have not completed their full 
involution. A slight modification of the Lawson- 
Tait operation isused. No sharp dissection, however, 
is done. All the parts are separated by gauze which 
makes the operation practically bloodless. 

The repair of complete laceration of the perineum 
is discussed and similar methods recommended. 

Epwarp L. CorNELL. 


MISCELLANEOUS 


Fellner, O. O.: Experimental Study of the Effect of 
Tissue Extracts from the Placenta and Female 
Sexual Organs on the Genital Organs (Experi- 
mentelle Untersuchungen iiber die Wirkung von 
Gewebsextrakten aus der Placenta und den weib- 
lichen Sexualorganen auf das Genitale). Arch. f. 
Gyndk., 1913, C, 641. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

The author reports a series of experiments per- 
formed for the purpose of studying the effect of long- 
continued injections of extracts of the placenta, 
foetal membranes, and female genital organs on the 
sexual system. Virgin rabbits and guinea pigs were 
used for the experiments and the conclusions were 
as follows: (1) There are substances in the placenta, 
the foetal membranes, and ovaries which contain 
corpora lutea, that, when injected subcutaneously 
or intraperitoneally, cause growth of the mammary 
glands; increase in the size of the uterus; symptoms 
of heat and pregnancy in the mucous membrane of 
the uterus, enlargement and symptoms of pregnancy 

‘in the vagina; parenchymatous nephritis; and a 
failure of shaved hair to grow. (2) Secretion of 
milk was not observed. (3) The substance decom- 
poses in salt solution, is soluble in alcohol, ether 
and acetone, and may be a lipoid. (4) Aqueous 
alcohol-ether extracts of the placenta caused strong, 
long-continued contractions in the uterus removed 
from a living guinea pig. B. Wotrr. 


Schréder, R.: Time Relation between Ovulation 
and Menstruation; also a Study of the Corpus 
Luteum (Uber die zeitlichen Beziehungen der 
Ovulation und Menstruation; Zugleich ein Beitrag 
zur Corpus-luteum-Genese). Arch. f. Gyndak., 1913, 


Ci, i. 
By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


The author reports comparative experiments on 
the endometrium and corpus luteum of 100 cases, 
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of which 69 had menstruated regularly and 11 irreg- 
ularly, although they still showed conformity with 
the corpus luteum cycle. Bielschowsky-Hérmann’s 
method of staining was used for the ovary. The 
condition of the corpus luteum and endometrium at 
the different periods after menstruation was as 
follows: 

1. On the fifteenth to twentieth day after the 
beginning of menstruation, the endometrium 
showed the characteristics of the middle or end of 
the interval. The corpus luteum was going through 
the first stages of its development. There were 
small granulose cells gradually increasing in size, 
with a gradual increase in the folding of the layer, 
with abundant red blood-cells between; beginning 
unraveling of the limiting fibrous membrane and an 
arrangement of the finest fibrils in a radial direction; 
slight beginning internal boundary; first beginnings 
of capillary formation; large internal theca-cells, 
gradually growing smaller; beginning formation 
of theca-cells in characteristic, concentrically ar- 
ranged fields. 

2. On the eighteenth to twenty-fifth day, the 
endometrium showed the beginning to the middle 
of the premenstrual period. There was mature 
corpus luteum; deep, large-celled, very much folded 
granulosa, with fine fibrils and capillaries, mostly 
running in a radial direction; thin but clearly 
defined internal connective-tissue boundary; clearly 
marked, small-celled peripheral theca interna. 

3. On the twenty-fourth to twenty-eighth day, 
the endometrium showed the end of premenstruum, 
anatomical menstruation; the corpus luteum fully 
developed and organized; granulosa similar to that 
in the second period, but more abundant radial 
and transverse fibrils, surrounding each cell with 
a fine net-work, abundant transverse capillary 
anastomoses; very well developed internal connec- 
tive-tissue boundary; well marked fields of small 
theca-cells. 

4. On the first to fourteenth day, the endometri- 
um is in the condition of the post-menstrual interval: 
corpus luteum in a condition of retrogression; 
granulose cells shriveled, bursted by the continuous- 
ly increasing growth of fibrils; the internal connect- 
ive-tissue layer had become thicker and nuclear 
organization had taken place from it; the theca 
interna was very marked in the peripheral fields, its 
cells clear and well developed. 

From the foregoing, the conclusion may be drawn 
that the ripe follicle ruptures the fourteenth to 
sixteenth day from the beginning of menstrual 
bleeding and that the rapidly developing corpus 
luteum normally matures at the time of the pre- 
menstrual swelling of the mucous membrane and 
is the cause of this change. The fertilization 
of the ovum must date from the last complete 
menstrual period. 

Schréder says that he undertook his investiga- 
tions before Meyer and reached the same results 
independently of him. 

HorstATTER. 
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Hauser, H.: Use of Gonococcus Vaccine in Gynecol- 
ogy for Treatment and Differential Diagnosis 
(Die differential-diagnostiche und therapeutische 
Bedeutung der Gonokokkenvaccine in der Gyne- 
kologie). Arch. f. Gynak., 1913, 305. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 


The author gives a review of the history of vac- 
cination. For diagnosis, he used subcutaneous 
injections, in varying doses, of Reiter’s polyvalent 
gonococcus vaccine, of which 1 ccm. contains 70 to 
100 million gonococci for local and general infections. 
Intravenous injection is not considered advisable. 

The results were listed by examining for gono- 
cocci, afterward, and in many cases from histological 
specimens. If the local reaction persists for more 
than 24 hours it indicates that too strong a dose has 
been given and this condition is accompanied by an 
increase in the size of the tumors. Of 95 cases 
examined; 21, that were certainly gonorrhceal, 
reacted positively; while 9, that were surely non- 
gonorrhoeal, reacted negatively. 

Among the positive cases, there were 6 acute 
cases, without demonstrable involvement of the 
internal genitalia but with a severe cystitis, which 
may be regarded as a circumscribed focus. The 
remaining cases examined for differential diagnosis 
from non-specific inflammations of the adnexa, 
tubal pregnancy, tuberculous tumors of the adnexa, 
small cystomata, perityphilitis, and exudate in the 
parametrium, gave 4.2 per cent of absolute failures 
and 5.3 per cent of questionable results. Vaccina- 
tion for diagnosis, therefore, is very useful but not 
absolutely reliable, as negative results prove nothing 
and reaction may be prevented by old inactive foci, 
by mixed infection, or by too small dosage. 

Schridde maintains that gonorrhceal salpingitis 
can be diagnosed absolutely, from the histological 
picture. Hauser found that in 22 cases that were 
certainly gonorrhoeal, the picture described by 
Schridde appeared, but that in 7 that were very 
probably non-gonorrhceal and reacted negatively, 
it was also present. 

Twenty-three cases were treated with vaccine, 
beginning — if the patient was not in a negative 
phase, caused by auto-inoculation — with 0.3 ccm. 
Reiter’s vaccine, containing three hundred million 
gonococci. Three to eight injections were given 
increasing the dose to 0.8 ccm. and, in one case, to 
1.0 ccm., the maximum dose. 

Injections were not given during the menses or 
while there was fever, and a rise of temperature was 
avoided, if possible. In almost all cases there was 
improvement of subjective symptoms and general 
health. Of 18 tumors of the adnexa, 5 were cured 
and 6 improved. Old tumors gave no results; re- 
cent ones, even cases of hydrosalpinx as large as an 
apple, gave surprisingly good results. In 3 cases 
of cervical gonorrhoea; 1 of cystitis; and 1 of inflam- 
mation of Bartholin’s glands, there were good 
results; and in 1 case of arthritis there was rapid and 
complete recovery. Connective tissue changes and 
adhesions were not affected. As vaccine treatment 


is not absolutely without danger it should be kept 
under careful observation, with the patient, if 
possible, at rest. BISCHOFF. 


Horwitz, R. E., and Obolensky, N. A.: Giant 
Tumors of the Female Genitalia (Zur Kasuistik 
der Riesengeschwiilste der weiblichen Geschlechts- 
sphire). Ztschr. f. Geburtsh. u. Gyndk., 1913, xxviii, 


1528. 
By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 

The first case was that of a 43-year-old V-para 
whose abdomen had been increasing in size for 4 
years, causing difficulty in breathing. A diagnosis 
was made of a combination of myoma cf the uterus 
with ovarian cyst. Laparotomy showed a_ hard 
tumor of the posterior wall of the cervix, located 
outside the peritoneum. There were adhesions 
with the sigmoid flexure and the left ureter which 
had been transformed into a hydro-ureter by 
pressure from the tumor. Healing was by first 
intention. The weight of the tumor was 17 kg. 
Microscopically the tumor consisted chietly of con- 
nective tissue; the lymph-spaces were dilated; it 
was found to be a retrocervical fibroid of the uterus. 
A peculiarity of the case was the extraperitoneal 
situation of the tumor, which was due to its de- 
velopment from the posterior wall of the cervix. 
To differentiate it from ovarian cyst was difficult. 

The second case was a 38-year-old VI-para whose 
last delivery had been 6 years before; after that she 
had had pain in the abdomen, which had increased 
in size, the growth being very rapid for two years 
past. The diagnosis was ovarian cyst. Laparot- 
omy was done and a cystic subserous myoma of the 
uterus was found and there were adhesions with the 
omentum. The recovery was uneventful. The 
tumor weighed 22 pounds. 

The third case was a 30-year-old IV-para whose 
last delivery had taken place 6 weeks before. Soon 
after delivery the abdomen increased in size and at 
examination was the size of a ten months’ preg- 
nancy. She had difficulty in breathing and was 
troubled with constipation. Operation showed 
adhesions with liver and omentum; 22,600 gr. 
colloidal fluid was emptied on the puncture. An 
ovarian cyst was found on the left side. The 
recovery was uneventful. 

The author comes to the following conclusions: 
(1) The diagnosis in giant tumors generally has to 
be made on operation. (2) Laparotomy is to be 
preferred to vaginal operation. (3) Careful covering 
with peritoneum should be done to avoid ileus and 
sepsis. GINSBURG. 


Steffeck, P.: Operation for Incontinence of Urine 
and Severe Genital Prolapse (Beitrag zur Opera- 
tion der Incontinentia urine und der grésseren 
Genitalprolapse). Zéschr. f. Geburtsh. u. Gyndk., 
1913, Ixxv, 221. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


Since incontinence of urine is not permanently 
cured either by anterior colporrhaphy, or by narrow- 
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ing or rotation of the urethra, Steffeck proposes a 
new operation for cases which are not affected by 
massage or pessary treatment. He makes a concave 
incision anteriorally in the anterior vaginal wall; 
completely frees the bladder from the uterus and 
vagina; splits the anterior vaginal wall almost to 
the urethral opening; opens the peritoneum; brings 
forward the uterus; ligate. both tubes with silk- 
sutures; replaces half the uterus in the abdominal 
cavity; inserts a purse-string suture in the bladder; 
fastens the bladder peritoneum to the posterior 
surface of the fundus of the uterus at the top; fastens 
this in the upper angles of the vaginal wound; and 
closes the first vaginal wound. The bladder is thus 
fixed, not behind the uterus, as in the Schauta- 
Wertheim operation, but above it. 

The author operates in the same way for advanced 
stages of prolapse when the patients do not expect 
any more children; if they do, he recommends 
pessary treatment and as much of the superfluous 
vagina as is necessary is resected. He avoids 
posterior recurrence by pushing the posterior 
vaginal wall up with the end of a long curved spatula 
behind the uterus and fastening it with silk to the 
uterus at the internal os and laterally to the sacro- 
uterine ligament —the necessity of posterior 
colporrhaphy is thus done away with. He finishes 
with a perineorrhaphy by the Lawson-Tait method. 

In conclusion the author describes a case of total 
prolapse of the vagina after extirpation of the 
uterus, which he treated successfully by ventro- 
fixation of the vagina. In cases where a pessary 
does not hold the prolapse in position, he applies 
two hard ring pessaries of different sizes, which then 
stay in place. FRANKENSTEIN. 


Novak, J.: Effect of Removal of the Adrenals on 
the Genital Organs (Uber den Einfluss der 
Nebennierenausschaltung auf das Genitale). Arch. 
f. Gynak., 1913, ci, 36. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 

There is very little known of this subject clinically 

and Novak tried to extend the knowledge of it by 
experimentation. From his experiments on animals 
he concludes that (1) extirpation of the adrenals in 
rats causes a hypoplasia or atrophy of the genitals, 
which is more pronounced the younger the animal 
is at the time of the operation. (2) Partial extirpa- 
tion of the adrenals does not cause any injury to 
the genital organs. (3) The genital atrophy is 
especially marked in animals in whom tumors of 
the adrenals have been produced artificially. (4) 
The genital atrophy is not due, or at any rate only 
slightly so, to decreased nutrition, but comes from 
the cutting off of the specific internal secretion of the 
adrenals. (5) Potency and capacity for conception 
are markedly decreased in animals from which the 
adrenals have been removed. (6) Pregnancy need 
not necessarily be interrupted by removal of the 
adrenals. The few clinical results known are in 
accord with those obtained by animal experimen- 
tation. WEISSWANGE. 
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Choledkowski, A. M.: One Thousand Laparo- 
tomies, Abdominal and Vaginal (1000 Laparo- 
tomien, abdominal und vaginal). Nachr.d.k. Milit.- 
Med.-Akad., 1913, xxvii, 769. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


The author’s work consists of 19 divisions, which 
are summarized as follows: 

t. In one hundred and twenty-eight cases of 
myoma, he found that in fibromyoma the adnexa 
were generally involved. They were benign, 
anatomically, even when they were not so clinically. 
He recommends supravaginal cesarean section in 
myoma; in myoma and pregnancy he recommends 
operation if there are multiple myomata, expectant 
treatment if there is only one. 

2. In one hundred and ninety-two cases of 
cancer of the uterus, 11 were operated on through 
the abdomen, and 181 through the vagina. 

3. He found one hundred and twenty-six cases 
of cystoma. In such cases, if the circumference of 
the abdomen is between 100 and 110 he recom- 
mends the opening of the abdomen above the 
umbilicus because of the possibility of adhesions 
between the umbilicus and the symphysis. 

4. In twenty-two cases of malignant new-growths 
of the ovary, one case of malignant tumor of the 
ovary with pregnancy, in which a supravaginal 
cesarean section was performed, is especially note- 
worthy. There was recurrence in the operation 
scar two years after the operation. 

5. In one hundred and sixty-four cases of in- 
flammatory conditions of the adnexa, gonorrhoea 
was responsible in the majority of the cases. In 
regard to the relation between salpingitis and 
appendicitis, appendicitis appears as a secondary 
affection in salpingitis only when the appendix is 
congenitally abnormally long. He denies the close 
connection of the lymphatic systems of the appendix 
and adnexa. 

6. Of sixty-eight cases of extra-uterine pregnancy, 
62 cases were unilateral, 2 bilateral in the tubes, 2 
in the ovaries, 1 interstitial, 1 in a rudimentary 
accessory cornum, and 1 in a tube emptying into a 
rudimentary cornum. In almost 78 per cent of the 
cases the typical symptom of cramplike pains in 
the abdomen was present; in 66.1 per cent there 
was hemorrhage from the vagina; in 53 per cent 
there was retained menses. He agrees with Dou- 
rand that operation should be performed before 
five months, expectant treatment after five months. 

7. There were go cases of retroversion and flexion 
of the uterus. The treatment consisted of massage 
or operation, either abdominal or vaginal. In 85 
per cent of the cases there was pain and painful 
coitus. 

8. From one hundred and eighteen cases of 
prolapse of the uterus, he concludes that retro- 
versioflexion of the uterus in pregnant women leads 
later to prolapse. 

9. In ninety-three cases of congenital anomalies 
of development of the uterus, monthly pains led to 
removal of the adnexa. 
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10. There were two cases of traumatic injury 
of the abdomen through the vagina. 

11. Of cesarean section there were six cases. 
The author is a strong advocate of this operation. 

12. There were four cases of echinococcus in 
the abdominal cavity: in one case there was a severe 
combination of multiple echinococcus with preg- 
nancy and appendicitis. 

13. In all there were eleven cases of tubercular 
peritonitis. For this the author advises operation. 

14. In twenty-two cases of post-operative hernia 
there was one case of plastic operation on the 
intestine with good results. 

15. There were seven other hernias: 2 of the 
linea alba, 4 of the umbilicus and 1 inguinal hernia 
with prolapse and incarceration of the left ovary. 

16. Of pyometra, there were seven cases with in- 
flammatory adhesions in the cervical canal. 

17. There was one case of primary carcinoma; and 
6 malignant new-growths of the uterus and intestines. 

18. The uterus was removed for metritis in eight 
cases. The author believes that this operation 
should be performed oftener after the forty-fifth 
year. 

19. Talma’s operation for ascites was done in 
one case. 

The author describes the technique of abdominal 
incision, haemostasis, and autoplastic operation. 
He calls attention to the fact that good control of 
hemorrhage is necessary for a favorable post- 
operative course and lays special stress on _peri- 
tonization. He recommends irrigation with Lock’s 
fluid and a thorough closure of the scar as the best 
means of securing uninterrupted recovery and 
avoiding ileus. KRINSKI. 


Léliger, E.: Cases of Death after Gynecological 
Operations, from 1901-1911 (Kritik der Todes- 
fille nach gynakologischer Eingriffe wihrend der 
Jahre tgot-1911). Zéschr. f. Geburtsh. u. Gynak., 
1953, 757. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

Of the 163 deaths reported, 62, or 37.1 per cent, 
were due to infection; embolus caused 38, or one 
quarter of all the deaths; myodegeneration and 
acute dilatation of the heart was the cause of death 
in 28 cases, 11 per cent. Extreme Trendelenburg 
position is to be avoided. Heart disease, anesthesia, 
and nerve shock frequently cause death. No death 
resulting purely from the anesthetic was observed, 
but there were five deaths after operation for 
myoma, confirming the relation between myoma and 
heart degeneration. Pneumonia and bronchopneu- 
monia were observed 7 times; 9 cases died of acute 
anemia, among them 2 cases of extra-uterine preg- 
nancy brought to the hospital too late. Post-opera- 
tive ileus was observed only once. The 8 cases of 
cachexia were due, with two exceptions, to malig- 
nant tumors. Further causes of death were: 
perforative peritonitis three times, air embolus 
twice, and complications in the urinary system 
twice. 
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The means of avoiding these fatalities are dis- 
cussed: Spillmann’s method of disinfecting linen 
and catgut is described, and the disinfection of the 
hands with tetrachlorethyl soap solution and 
acetone-alcohol. Lugol’s solution is recommended 
instead of tincture of iodine. The author warns 
against washing the gloves with bichloride during 
the operation, claiming that it does not disinfect the 
gloves and that there is danger of carrying bichloride 
into the wound. He thinks irrigating with sterile 
salt solution is sufficient, or a change of gloves if 
necessary. Air-borne infection may be avoided 
by having the operating room frequently aired and 
having it face the south so that sunshine is freely 
admitted. Thorough sponging of the abdomen 
prevents its becoming infected with pus. Héhne’s 
method of applying oil is of no special value. The 
period of anesthesia should be shortened as much as 
possible and likewise the amount of the anesthetic 
given should be limited to the bare necessity de- 
manded. Veronal-scopolamine-morphine (panto- 
pon) should be given in preparation. More exten- 
sive use of local anesthesia is recommended and 
spinal anesthesia is rejected. The numerous 
thromboses and emboli may be avoided by early 
movements of the legs and respiratory exercises. 
After laparotomy the patients may get up on the 
fifth day; after operations for prolapse on the 
seventh to eighth day. To decrease the coagula- 
bility of the blood, fruit acids should be given in 
large quantities. Careful examination of the lungs, 
especially at the time of influenza epidemics, will 
limit lung complications. Ileus may be prevented 
by avoiding the use of antiseptics in the wound, 
polished gloves, damp abdominal sponges, the 
leaving of large stumps; careful covering over with 
peritoneum being advised. Lresicu. 


Peham, H.: Radium Treatment in Gynecology 
(Zur Radiumbehandlung in der Gyniikologic). 
Wien. klin. Wehnschr., 1913, xxvi, 1650. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 


The author, in using radium in 12 gynecological 
cases, found that tumors of the female genitalia 
that could be irradiated directly were favorably 
influenced, as has long been known to be the case 
in skin carcinomata. From experience thus far, 
however, radium cannot be called a specific cure for 
cancer; therefore, at present there is no justification 
in recommending radium in the place of operative 
treatment. The author thinks it questionable to 
submit an early carcinoma to a long radium treat- 
ment, for the chances are decreased by delaying the 
operation, but he recommends the use of radium in 
inoperable cases and in recurrences. RUNGE. 


Recasens, S.: Organotherapy in Gynecology (Organ- 
therapie in der Gyniikologie). Tr. Internat. Cong. 
Med., Lond., 1913, Aug. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


The relations which exist between infantilism, 
dysmenorrhoea, and hypoplasia of the ovaries caused 
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Recasens to attempt to treat such cases by organo- 
therapy. The difficulty of the treatment lies in 
the fact that extracts of organs from different 
species have to be used, as it is impossible, from 
ethical considerations, to remove the organs of 
healthy individuals, but sometimes material from 
operative cases can be obtained. The author has 
used ovarian extract from patients operated on for 
myoma—he proposes to call it ovariomyom—and 
has found that it contains a much more active 
hormone than the animal preparations. 

It has long been known, that in myoma of the 
uterus there are changes in the ovaries, manifested 
macroscopically, by an increase in volume and, 
microscopically, by hyperplasia of the interstitial 
cells of the stroma. ‘These changes are generally 
regarded as the result of the myoma, but he regards 
them as the cause. The overproduction of muscle 
and connective-tissue elements in myoma has a 
certain resemblance to the changes in the uterus 
in the early months of pregnancy, when there is 
always hyperactivity of the ovary. Histologically, 
the formation of a corpus luteum in pregnancy is 
characterized by a hyperproduction of interstitial 
stroma cells which may be regarded as a protection 
for the mixed secretion of the ovary. Another 
important phenomenon is the effect of ovarian 
function on the mucosa of the uterus in the pre- 
menstrual period, which has been minutely de- 
scribed, from the histological point of view, by 
Hitschmann and Adler. 

All these considerations led Recasens to assume 
a causal relation between the changes in the stroma 
of the ovary and the myomatous hyperplasia of the 
uterus. Other facts bearing on the subject are, the 
cessation in growth of the tumor when the ovarian 
function stops, and the manner in which X-ray 
and radium treatments affect the myoma, exercising 
their strongest action at the time of the menopause 
when the ovary consists chiefly of stroma cells. 

A third of all cases of dysmenorrhova in young 
virgins is due to infantilism of the uterus, which is 
accompanied by faulty development of the ovaries. 
In a great many women dysmenorrhcea ceases after 
the establishment of regular sexual relations which 
favor the development of the ovaries. In others, 
however, it continues, on account of anatomical 
anomalies in the ovaries or functional disturbance; 
the uterus remains hypoplastic and its mucous 
membrane never attains a normal pre-menstrual 
condition. Sterility generally accompanies dys- 
menorrhcea. Another form of defective ovarian 


function is presented by the cases of cystic degenera- 
tion, in which, after a period of hyperactivity, 
manifested by menorrhagia, the menstrual flow 
gradually decreases and finally stops, following 
which, pseudo-hysterical symptoms generally ap- 
pear. 

In ovarian insufficiency, the author has used 
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ovarian extract from women with myoma, basing 
its use on the assumption that it has heightened 
inner secretory activity. The ovaries came from 
healthy women, under 35 years of age, operated on 
for myoma. There was a marked increase in 
blood-pressure in all cases but unfortunately the 
author reports only 7 cases. The extract was given 
by subcutaneous injection, every three days for a 
period of one to several months. In two cases of 
amenorrhoea there was recovery; in two cases, 
treatment was without effect. Three cases of 
dysmenorrhcea and oligomenorrhcea were cured 
and, in one case, conception took place afterward. 
The number of cases is too small to base any final 
judgment on as to the results of the treatment. 


Von Franqué, O.: Split Pelvis; Duplication of the 
Internal Genitalia (Uber Spaltbecken. Zugleich 
ein Beitrag zur Verdoppelung der inneren Genitali- 
en). Ztschr. f. Geburtsh. u. Gynak., 1913. Ixxv, 76. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


A 22-year-old woman who had previously had no 
symptoms was delivered of her first child by forceps. 
Afterwards she had a perineal tear and symptoms 
of prolapse. On examination several months later 
an unhealed perineal tear was found, prolapse of 
the anterior vaginal wall, cystocele, and retroflexed 
uterus with the cervix visible in the vagina. All 
pelvic measurements were practically normal but 
there was a cleft 2 cm. broad at the symphysis, 
which, by spreading the legs apart, could be widened 
to 6 cm.; there was no diastasis of the recti muscles 
and no malformation of the bladder. Réntgen ex- 
amination showed typical signs of the second form 
of split pelvis described by Von Breus and Kolisko; 
but contrary to the cases previously published, 
there were no other anomalies of development in the 
internal or external genitalia or the abdominal wall. 

The operation consisted of anterior colpotomy, 


anteflexion of the uterus by shortening the round 


ligaments, and anterior and posterior colporrhaphy. 
The union of the perineal muscles was made very 
difficult by intense transverse tension. When the 
patient was discharged the uterus was anteflexed, 
the vagina was very narrow in the upper part, but 
gaping in the lower part. as the sutures had failed to 
hold. There was recurrence and a year later another 
unsuccessful operation was performed. 

The author had another case of split pelvis which 
was combined with diastasis of the rectus muscles. 
The external genitalia showed signs of abnormal 
development, the internal ones were duplicated. 
The patient was spontaneously delivered of a living, 
normally developed child. After the puerperium 
the cleft in the pelvis was closed, since which time 
the patient has had no symptoms. The author 
thinks prolapse was prevented in this case by ex- 
tensive bilateral episiotomy which healed by first 
intention. HOLsTE. 
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PREGNANCY AND ITS COMPLICATIONS 


Herz, E.: Extract of Hypophysis in Placenta 
Previa (Hypophysenextrakte bei Placenta previa). 
Zentralbl. f. Gyndk., 1913, XXXvii, 1536. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

The author has used extracts of hypophysis in 

7 cases of placenta previa, combined with all kinds 

of methods of treatment: rupture of the membranes, 

Braxton-Hicks version and intra-amniotic metreury- 

sis, and in 5 of the cases there was strengthening of 

the labor pains. Once there was no effect, and 
once pituitrin caused a spastic contraction of the 
os and delayed delivery. He recommends extract 
of hypophysis (1) after rupture of the membranes 
in longitudinal positions, whether the placenta 
previa is total or partial, (2) after metreurysis, 

(3) after Braxton-Hick’s version, (4) in the third 

stage, combined with ergotin. FREUND. 


Harrar, J. A.: Efficient Methods in the Treatment 
of Placenta Previa. N.Y. St. J. Med., 1914, xiv, 
81. ; By Surg., Gynec. & Obst. 

In reviewing the histories of 70 patients dying of 
placenta previa in the New York Lying-in Hospital 
during the past 20 years, the author found that 30 
of these cases were received in a condition of shock 
and almost moribund from acute exsanguination, 
because they had been allowed to bleed for hours 
and days, under the care of their private physicians, 
without any sort of treatment at all. 

In this series it was found that 50 of the cases 
died of shock and hemorrhage; 14 died of puerperal 
infection; 5 of rupture of the uterus; and 1 of oedema 
of the lungs. These 70 deaths represented a 
maternal mortality of 15 per cent in 466 cases of 
placenta previa occurring in 81,000 confinements. 

‘* This series of 466 cases includes the group of 250 
reported by McPherson in 1908. In the group of 
cases delivered prior to 1908, the maternal mortality 
was recorded as 18 per cent. In the group of 216 
cases delivered in the succeeding 5 years the maternal 
mortality has fallen to eleven and one-half per cent,” 
which the author believes is due to the following 
reasons: (1) Patients are now sent to hospitals 
earlier than heretofore and are therefore received in 
better condition for treatment. (2) In the hospital 
treatment for placenta previa, accouchement forcé 
is being abandoned, and recourse is being had more 
frequently to early delivery by cesarian section. 

The author carefully considers the diagnosis of 
placenta previa and concludes by advising the 
following treatment: If the patient is a primipara 
near term with a living child, and has the first 
hemorrhage with the cervix still long and closed, 
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abdominal cxsarian section will probably give best 
results. If casarian section is contra-indicated in 
these cases, tampons of iodoform gauze should be 
used. The Voorhies bag should be used when the 
cervix is found dilated to two fingers and mother 
and child in good condition. If the cervix is two or 
more fingers dilated and the child dead or non- 
viable, bipolar version after the manner of Braxton 
Hicks should be done. In certain cases he advises 
the use of the metreurynter. Wo. D. Purtups. 


Keller, R.: Changes in the Follicles of the Ovary 
During Pregnancy (Uber Veriinderungen am 
Follikelapparat des Ovariums wiihrend der Schwan- 
gerschaft). Beitr. s.Geburtsh. u.Gyndk., 1913, xix, 13. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 

In the author’s morphological study of the 
changes in the follicles of the ovary during preg- 
nancy, twenty-four cases were examined, 6 of 
them in the second to fourth months of pregnancy, 
7 in the fifth to the seventh, and the rest in the 
latter months. The author considers especially 
the question of whether ovulation ceases during 
pregnancy, and he comes to the conclusion that 
all large follicles undergo atresia, until the end of 
pregnancy; while the primordial follicles, probably 
because of the special resistance of their cells, and 
most of the follicles in the earliest stages of develop- 
ment, are preserved. He concludes, therefore, that 
no ovulation occurs during this time. 

Atresia of the follicles and the development and 
degeneration of the corpus luteum are also discussed 
by the author. He distinguishes two forms of 
atresia of the follicles, a cystic one which involves 
mostly the larger follicles, and an obliterating one 
which affects the smaller ones. His findings in 
regard to proliferation of thecal lutein cells confirm 
those of Seitz, Wallart, and others, while his find- 
ings in regard to the origin and retrogression of 
the corpus luteum agree with those of Meyer and 
Cohn. The corpus luteum consists of two kinds of 
cells: the real lutein cells, which originate from the 
epithelium of the granulosa and are, therefore, 
epithelial, and the small epithelioid thecal lutein 
cells, which are connective-cells from the internal 
theca. The retrogression of the corpus luteum is 
very irregular, so that no laws can be laid down in 
regard to it. SCHAUENSTEIN. 


Eisenbach, M.: Heart Disease and Pregnancy 
(Uber Herzerkrankung Schwangerschalt). 
Beitr. z. Geburtsh. u. Gyndk., 1913, xix, 39. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 


Among 3,037 deliveries the author found 45 cases 
complicated with heart disease. There is generally 
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no serious danger if the heart lesions are com- 
pensated. Difficulty is to be feared only in especially 
severe forms. The kind of heart lesion has no 
especial effect; there is even no particularly un- 
favorable effect from mitral stenosis. 

If failure of compensation begins during preg- 
nancy and internal treatment has no effect, abortion 
should be performed as soon as possible. In the 
second half of pregnancy a quick and conservative 
method is vaginal incision of the uterus under spinal 
anesthesia. There is no tendency to spontaneous 
abortion in heart disease and the danger during 
delivery is generally slight. 

Pure valvular lesions do not offer any danger if 
the heart muscle is in good condition; but if the 
muscle is diseased the sudden variations in pressure 
caused by the pains may lead to insufficiency in the 
very beginning of the second stage, even if there 
have been no symptoms of lack of compensation 
before. Generally, a shortening of the delivery by 
operation is not necessary. Operation should be 
limited to those cases in which there is a threatening 
insufficiency during labor, due to severe disease of 
the muscle. If the course of earlier pregnancies 
has shown that the additional burden on the heart 
entailed by pregnancy and labor threatens the 
woman’s life, operative sterilization is indicated. 

There is no increased danger of atony in heart 
disease. Puerperal infection, even of mild degree, 
may cause grave danger if the heart is diseased; 
there is serious danger of endocarditis, and the 
patient should not be allowed to get up too soon. 

Nursing is not contra-indicated in heart disease, 
except in severe cases of failure of compensation. 
The children of mothers with heart disease are gen- 
erally normally developed. Age is of great signifi- 
cance in the prognosis; the older the woman the 
more danger. This is due to the fact that the condi- 
tion of the heart muscle grows progressively worse 
with advancing years, and also to the unfavorable 
effect of repeated pregnancies. RUNGE. 


Weise, F.: Carcinoma of the Uterus and Pregnancy 
(Uteruscarcinom und Schwangerschaft). Langen- 
salza: Wendt & Klauwell, 1913. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 

The author describes three cases and discusses in 
detail the co-existence of carcinoma of the uterus 
and pregnancy and cites the following cases: The 
first case was a 33-year-old III-para, who had a 
cauliflower carcinoma as large as an apple, posterior- 
ally and to the right of the cervix in the ninth to the 
tenth month. There had been hemorrhage for two 
weeks. A caesarean section was done and abdominal 
total extirpation. Death resulted a year later from 
recurrence. The child lived. 

The second case was a 31-year-old X-para, with 
hard nodules in the cervix in the seventh to eighth 
month of pregnancy. A cesarean section was per- 
formed, also abdominal total extirpation and left- 
sided nephrectomy on account of cutting the ureter 
in removing the glands. Recovery followed. 
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The third case was a 36-year-old I[X-para, who 
had a cauliflower carcinoma as large as a walnut on 
the posterior lip of the os, in the third to fourth month 
of pregnancy. Recovery followed abdominal total 
extirpation. 

The author reckons the frequency of uterine 
carcinoma during pregnancy as 0.07 per cent, from 
statistics of 113,750 births. As an explanation of 
the rapid development of carcinoma during preg- 
nancy he points out the better nutritive conditions 
for the new-growths that are brought about by 
pregnancy, and the greater weakness of the body on 
account of the production of antilytic bodies both 
against the pregnancy and against the cancer. For 
the diagnosis of carcinoma of the cervix, which is 
often difficult, he recommends testing the cervical 
tissue as to its friability by means of a fine curette. 

In treating inoperable cancer, the child’s life must 
be taken into account, and the author believes that 
this is furthered more by general treatment to im- 
prove the mother’s strength than by local sympto- 
matic treatment of the cancer. In operable cancer 
during the first two-thirds of pregnancy the Wert- 
heim-Bumm operation should be performed at once, 
without regard to the child; in the last third and 
during labor the classical caesarean section is to be 
perferred. In cases where operability is in doubt he 
recommends exploratory laparotomy. —-VAssMeEr. 


Riibsamen, W.: Treatment of Pyelitis during 
Pregnancy by Irrigating the Pelvis of the 
Kidney (Zur Behandlung der Pyelitis gravidarum 
mittels Nierenbeckenspiilungen). Zéschr. f. gyndk. 
Urol., 1913, iv, 170. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 

There is no unanimity of opinion in regard to the 
treatment of pyelonephritis in pregnant women. 
In mild cases rest in bed, copious drinking of water, 
and local heat is sufficient. In severe cases irriga- 
tion of the kidney pelvis after catheterization of the 
ureters is an excellent treatment. 

Three cases have recently been treated in this 
way and in two of them cure was attained to such a 
degree that bacteria could no longer be dem- 
onstrated. In all the cases the disease was unilat- 
eral: twice it was colon infection, once a mixed in- 
fection of colon and diplococci, and there were 20, 
40, and rro ccm. turbid urine collected in the pelvis. 
The injections were made into both kidneys on the 
first introduction of the catheters; contrary to the 
practice of other authors who avoid injecting the 
healthy side, 10 ccm. of 25 per cent protargol solu- 
tion was given. The bladder was irrigated at the 
same time and afterward. MERTENS. 


Mann: Glycosuria of Pregnancy a Form of Renal 
Diabetes (Die Schwangerschaftsglykosurie, eine 
Form des renalen Diabetes). Ziéschr. f. klin. Med., 
1913, lxxviii, 488. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


The author examined the blood of the women at 
the gynecological clinic at Breslau who showed 
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glycosuria, either spontaneously or on the adminis- 
tration of sugars. From his results it seems that 
almost all pregnant women have a latent renal 
diabetes. The severest degree of this disturbance 
is the spontaneous diabetes of pregnancy. In some 
cases it appears spontaneously, in others only after 
an excess of carbohydrates or grape-sugar has been 
given. These differences are explained by the 
greater or less functional injury to the kidney. All 
kidneys during pregnancy are sensitive to the sugar 
content of the blood, whether it lies within normal 
bounds or exceeds them a little. If the sugar con- 
tent of the blood varies a little bit up or down, the 
kidneys react with a greater or less output of sugar. 
Bruno WOLrr. 


Novak, J., Porges, O., and Strisower, R.: A Peculiar 
Form of Glycosuria in Pregnancy, and Its 
Relation to True Diabetes. I. Glycosuria of 
Pregnancy (Uber eine besondere Form von 
Glykosurie in der Graviditaét und ihre Beziehungen 
zum echten Diabetes. I. Schwangerschafts- 
glykosurie). Zéschr. f. klin. Med., 1913, xxviii, 413. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


From their experiments the authors come to the 
conclusion that glycosuria during pregnancy is due 
as a rule to hypersensitiveness of the kidneys to 
sugar in the blood, but that in most cases there is no 
disturbance in carbohydrate metabolism. Neither 
the spontaneous nor the alimentary sugar output dur- 
ing pregnancy can be taken as an indication of the 
existence of a liver peculiar to pregnancy with 
demonstrable anatomical and functional changes. 
They also report three cases of pregnancy complicat- 
ed with true diabetes. The harmful effect of 
diabetes on the foetus was shown in these cases, as 
well as the injurious effect of the pregnancy on the 
course of the diabetes. There was hydramnios in 
one case, which is undoubtedly due to the diabetes. 
The most important difference between a true dia- 
betes and an intense glycosuria of pregnancy is in the 
sugar content of the blood. Bruno Wotrr. 


Jahnel, F.: Psychic Disturbances in Pregnancy 
(Ein Beitrag zur Kenntnis der geistigen Stérungen 
bei der Eklampsie). Arci. f. Psychiat. u. Ner- 
venkr., 1913, lii, 1095. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 


Psychic disturbances are not unusual in eclampsia, 
occurring in 6 per cent of all the cases. Jahnel 
reports two cases in detail as follows: 

In the first case a woman who had always been 
well had several attacks of eclampsia after her first 
delivery, which were followed by a stuporous con- 
dition. After a short period of clearness she had 
an attack of hallucinatory delirium lasting two 
days. She had hallucinations of seeing animals and 
small moving objects; there was anxiety and diffi- 
culty in comprehension. She was given an injec- 
tion of hyoscine and after she wakened from the 
sleep, her mind was clear, but there was amnesia 
extending back to before the delivery. 


In the second case a 25-year-old primipara had 
severe attacks at the beginning of eclampsia, which 
stopped after delivery. Three days later a state of 
anxious excitement developed with sensory delu- 
sions, which gradually increased in intensity, and 
at its maximum there was anxiety, confusion, and 
motor restlessness. The excitement gradually de- 
creased and disappeared entirely after twelve days. 
There were defects in memory in this case also, but 
not so pronounced as in the first one. 

Eclamptic delirium shows many points of resem- 
blance to alcoholic delirium, but is distinguished 
from it by a lack of suggestibility for hallucinations 
and a real occupation delirium. Retrograde 
amnesia is characteristic of the psychoses of eclamp- 
sia, and is regarded by most authors as the result of 
a general depression of all the psychic functions 
caused by the pathological processes, oedema of the 
brain, hydrocephalus, brain haemorrhage. The 
eclamptic psychoses generally appear in three 
forms, a short stuporous condition without excite- 
ment or confusion, or in one of the forms described 
above. Frequently, but not always, there is fever. 
The eclamptic psychoses must be differentiated from 
epileptic, alcoholic, and other forms of puerperal 
psychoses. It may be distinguished from epileptic 
psychoses by the lack of aggressiveness, from alco- 
holic psychoses by the history and the lack of 
suggestibility for hallucinations; it can be distin- 
guished from the ordinary puerperal psychoses by 
the history of previous attacks of eclampsia and 
kidney disease. The treatment is the same as that 
for eclampsia. KOHLER. 


Curtis, A. H.: Vomiting of Pregnancy Treated 
by Injection of Blood of Normal Pregnant Wo- 
men. J. Am. M. Ass., 1914, Ixii, 696. 

By Surg., Gynec. & Obst. 
The author reports one case thus treated. A 
IV-para, 36 years old, had had a puerperal infection 
after the first baby; the second pregnancy had been 
interrupted because of a placenta praevia; the third 
was normal in all respects, and in none had there 
been any evidences of renal disturbance or intoxica- 
tion. In about the fourth month of her fourth 

pregnancy she developed general malaise with a 

rise of one to three degrees in temperature. With 

the onset of life, she had tenderness, dragging, and 
aching pain in the right lower quadrant, which be- 
came constant; nausea and vomiting developed 
which finally became intractable. The patient 
was not neurotic, and no abnormalities were found. 

The treatment consisted of injecting into the 
muscular tissue of the back 15 ccm. of blood, taken 
from a pregnant woman who gave a negative Was- 
sermann test. The symptoms improved in eighteen 
hours and although the emesis continued, a large 
proportion of the food was retained. Five days 
later, ro ccm. of defibrinated blood, taken from 
another pregnant woman who also gave a negative 

Wassermann, was injected, whereupon complete 

cessation of vomiting occurred in eighteen hours. 
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Two more injections were given within the next 
two days; thereafter all treatment was discontinued. 
Pregnancy continued undisturbed, followed by a nor- 
mal labor and a healthy child. Epwarp L. Cornett. 


Nicholson, W. R.: The Extraperitoneal Cesarean 
Section; Its Place in Obstetrics. Surg., Gynec., 
& Obst., 1914, xviii, 244. By Surg., Gynec. & Obst. 

The operation is really a development of the old 
laparo-elytrotomy; certain modifications and the 
development of present-day asepsis render its 
performance justifiable. Many foreign operators 
advocate this operation, but in this country at the 
time of writing but two men had used the method. 

In the hands of the larger number of operators the 
procedure is really a transperitoneal section, the 
leaflets of the peritoneal reduplication being closed 
again before the uterine incision is made. 

The Continental operators have vied in producing 
modifications in technique which are to a great 
extent unimportant. A special scope similar to a 
single forceps blade with an exaggerated cephalic 
curve has even been devised to expedite the delivery 
of the head through the uterine incision, but the 
outlet forceps are found to work as well if not better. 

The most satisfactory technique in the author’s 
experience is as follows: (1) Longitudinal incision 
from the symphysis upwards to about three fingers 
below the navel through the skin, fascia, and muscles; 
(2) longitudinal incision, through both layers of 
the peritoneal reduplication, from the top of the 
bladder to the point at which the visceral leaflet 
becomes adherent to the uterus; (3) uniting the vis- 
ceral with the parietal cut edge throughout; (4) 
opening the uterus also in a vertical direction; and 
(5) extraction of the child and closure of the uterine 
and peritoneal incisions and the abdominal wall 
according to the recognized methods. 

The operation is decidedly more difficult than the 
classical, and, except in the hands of a few enthusiasts, 
will be reserved for so-called ‘‘suspect” cases of in- 
fection and not for the actively septic woman. 


Vertes, O.: Pathogenesis of Eclampsia (Zur Patho- 
genese der Eklampsie). Orvosi Hetilap., 1913, lvii, 


771. 
By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 


The pregnant body is placed in an anaphylactic . 


condition by the absorption of chorionic villi. 
Therefore eclampsia is to be regarded as an an- 
aphylactic shock, partly because the symptoms bear 
a certain resemblance to those of anaphylaxis, 
partly because of the resemblance in the changes 
which take place in the organs of animals dead of 
anaphylactic shock and those of women dead of 
eclampsia. FRIGYESI. 


Leighton, A. P.: The Cause and Cure of Eclampsia. 
J. Me. M. Ass., 1914, iv, 1712. 
By Surg., Gynec. & Obst. 


The author is of the opinion that food is the actual 
exciting cause of eclampsia and the primary cause 
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of toxemia giving rise to heart-failure. He reports 
4 cases in which the ingestion of food, even milk 
and whey, caused a return of convulsions and 
eclamptic symptoms. His treatment is _conser- 
vative and he describes briefly the Dublin and 
Stroganoff methods as follows: 

The Dublin method of treatment includes the 
following provisions: 

1. Delivery when possible only. Accouchement 
forcé is not advocated in any form. 

2. Metabolism is limited and further metabo- 
lism avoided, by starvation, morphine, and gastric 
lavage. 

3. Excretion is aided by purging and irrigation 
of the bowels. Sweating is never used, bleeding 
is in some cases. The breasts are infused with 
sodium bicarbonate solution. 

4. Special signs, such as respiratory and cardiac 
weakness, are treated. Morphine is used to control 
convulsions. 

The Stroganoff treatment is almost identical 
with the Dublin except that large doses of chloral 
are given with the morphine to control convulsions, 
by way of the rectum. The examination, irrigation, 
lavage, etc., are done with light chloroform anes- 
thesia. Wa. D. 


Austin, C. K.: Eclampsia, with Total Absence of 
Albumin, but Generalized, Hard (£dema. 
Med. Rec., 1914, 1xxxv, 384. 

By Surg., Gynec. & Obst. 

The case Austin reports is that of a woman 
about 35 years old who seemed perfectly normal all 
through pregnancy in every way. No albumin was 
present in the urine at any time. The blood-pressure 
was not taken but the author noticed that the 
patient seemed to take on a good deal of flesh dur- 
ing the latter part of pregnancy; the fat, however. 
was symmetrically deposited and had none of the 
characteristics of oedema. 

Labor set in normally and all went well until dila- 
tation was nearly complete, when she had an 
eclamptic seizure. After delivery of a living foetus 
the patient had two more attacks which were 
stopped by bleeding freely (venisection). 

The great increase in weight that Austin had 
noticed soon disappeared and he discovered it to 
be a “generalized elastic oedema.” He suggests 
it might have been due to a chloride-retention. 

EUGENE Cary. 


Szabo, D.: Artificial Abortion (Uber den kiinstlichen 
Abortus). Orvoskép., 1913, iii, 580. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 

The necessity for abortion must always be de 
cided in consultation. The author believes it is 
indicated: (1) In uncontrollable vomiting of 
pregnancy, in which cases disturbances in metabo- 
lism determine the time for performing the abortion. 
(2) Eclampsia. In one case it had to be performed 
in the fifth month after the eighth attack; in another 
case in the seventh month after the fifth attack. 
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Retroflexion of the uterus. 
(5) Heart diseases. (6) Kidney diseases. (7) 
Tuberculosis. (8) Pregnancy often exerts a patho- 
logical effect on the nervous system and produces 
psychic disturbances. In one case of manic de- 
pressive insanity the pregnancy was interrupted in 
the third month. 

In general, the author believes that if pregnancy 
is the cause of any disease that cannot be cured in 
any other way, abortion should be performed. If 
every conception causes danger to life, or permanent 
injury to the body, further pregnancies should be 
prevented. The consent of the patient must be 
given for any course of action. BOGDANOVICS. 


(3) Hydramnios. (4) 


Meyer, E.: Induction of Abortion in Psychic 
Disturbances (Zur Frage des kiinstlichen Abortes 
bei psychischen Stérungen). Monatschr. f. Ge- 
burtsh. u. Gyndk., 1913, XXxviii, 342. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 

Before taking up the discussion the author goes 
into the question of whether abortion is indicated 
in intermittent dementia precox, which is often 
seen coincidently with pregnancy or the puerperium. 

It must be taken into consideration that a new access 

does not necessarily accompany pregnancy, that it 

may take place without pregnancy, and that im- 

provement is by no means assured by the perform- 

ance of an abortion; nevertheless, the author holds 
that abortion is justified in such cases. In general 
he holds that abortion is justified, even if the psychic 
disturbances are not of such a degree as to absolutely 
demand it, if an increased injury to the nervous 
system is to be feared from repeated deliveries. 
Abortion is not indicated in alcoholic paranoia. 
ZINSSER. 


LABOR AND ITS COMPLICATIONS 


Freeland, J. R.: The Relationship Existing Between 
the Mechanism and Management of the Third 
Stage of Labor. Am. J. Obst., N. Y., 1914, Ixix, 
302. By Surg., Gynec. & Obst. 

The author’s report is based upon careful observa- 
tions made upon 600 cases treated at the Rotunda 
Hospital, Dublin. At this hospital as soon as de- 
livery of the child occurs the hand is sunken into 
the abdomen upon the surface of the uterus so that 
the fundus fits into the hollow of the palm and the 
uterus is “controlled.” The hand is simply held 
in this position to prevent ascension of the uterus, 
due to its filling up with blood. 

No massage of the uterus is permitted, as its use 
tends to add complications. The placenta is given 
every chance to separate normally and unless bleed- 
ing occurs no effort is made to express the placenta 
until evidence is present that the placenta has 
loosened and lies in the lower uterine segment or 
vagina. Even after one and a half to two hours 
the placenta may separate normally. Hasty attempts 
to accelerate this loosening are decried. In a series 
of 2600 cases so managed, the placenta separated 
by Schultze’s mechanism in 82.5 per cent of the 
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cases, by Duncan’s mechanism in 17.5 per cent of the 
cases. 

In the cases separating by Schultze’s mechanism 
the membranes were incomplete in only 5 per cent 
of the cases, while they were incomplete in 15 per 
cent of the cases after Duncan’s mechanism. <Ante- 
partum hemorrhage is followed by escape of the 
placenta by Duncan’s method. The cases of post- 
partum hemorrhage and retention of the placenta, 
he believes, are much more common after Duncan’s 
mechanism. Because of its incidence and its asso- 
ciation with abnormal cases, Freeland thinks that 
Duncan’s mechanism is to be considered the mech- 
anism of abnormal cases. N. Sproat HEANEY. 


Diihrssen, A.: Delivery in Contracted Pelvis (Ge- 
burt bei engem Becken). Med. Klin., Berl., tor, 


ix, 735. 
By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 

From the present-day obstetrical standpoint, 
artificial premature delivery is not justified, nor is 
the perforation of a living child or one that has 
died under expectant treatment. In certain cases 
that are undoubtedly aseptic the classical cwserean 
section is advisable. It is best to perform it before 
the beginning of labor pains in cases where the 
cervix will admit one finger, while in cases that 
are infected, or even suspected of being infected, the 
extraperitoneal route should be chosen. 

After a chronological enumeration of the opera- 
tions that try to avoid the peritoneum, the author 
recommends Solms’ method of extraperitoneal 
cesarean section, because it is possible with it to 
obtain an actual extraperitoneal delivery. It is 
distinguished from its predecessors by the fact that 
two incisions are made, one an inguinal incision from 
without, and then an incision through the anterior 
vaginal vault and the cervix in the median line from 
below. The latter incision, if necessary, can be 
extended to the body of the uterus. By bringing 
together the inner and outer incisions a short canal 
is produced. The uterine vessels and the ureters 
are not injured. 

A further advantage of this method is that, be- 
cause of the position of the incisions, the distention 
of the lower uterine segment does not have to be 
waited for, which is very important in quick 
delivery. Moreover, by the use of the metreurynter 
incision it can easily be performed in a private 
house. Accidental opening of the bladder and 
peritoneum can be practically excluded if the 
directions given for making the incisions are carried 
out exactly. Vaginal drainage with iodoform gauze 
after delivery is important. BorELL. 


Esch, P.: Effect of Contracted Pelvis on Delivery 
in Normal Head Presentations (Uber den 
Einfluss des platten Beckens auf die Geburt in 
normaler Schidellage). Ziéschr. f. Geburtsh. uw. 


Gyndak., 1913, Ixxiv, 920. 
By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 
From the literature and the Marburg Clinic the 
author has collected, in all, reports of 4,167 normal 
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head presentations with a true conjugate between 
6.5 and 1o cm., from which he draws the following 
conclusions: 

The effect of contracted pelves on delivery in 
normal head presentations is about the same in 
multipare as in primipare. The more favorable 
prognosis for children of multipare with a conjugate 
to 9.25 cm. is due to the lesser degree of resistance of 
the soft tissues. The slight advantage in favor of 
primipare in more pronounced degrees of contrac- 
tion is probably due to the fact that II-pare, 
IlI-pare, and multipare are all called multipare. 
Apparently the conditions for the spontaneous 
engagement of the head are less favorable in multi- 
pare. 

Of the 4,167 cases observed, 3,647, or 87 per cent, 
passed the pelvic inlet spontaneously and were 
delivered alive; with a true conjugate of 9.8 cm., 
96.2 per cent; with 9.05 cm., 91.1 per cent; with 8.05 
cm., 74.7 per cent; with 7 cm., 14.9 per cent. From 
these figures the author has made a very instructive 
curve, which makes it possible to give a prognosis 
in every degree of pelvic contraction, and to serve 
as a basis for therapeutic measures. The curve is 
especially valuable for teaching purposes. BLEEK. 


Cuny, F.: Treatment in Delivery in Contracted 
Pelvis in Basel (Die Behandlung der Geburt bei 
engem Becken in Basel). Ziéschr. f. Geburtsh. w. 
Gynak., 1913, lxxiv, 709. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb 

Two thousand cases of delivery in contracted 
pelvis were observed. In the period from 1902 to 
1909 there were 1,389 cases of contracted pelvis 
among 10,289 obstetrical cases, or 13.7 per cent. 
From 1o1o to the middle of t912 there were 668 
cases of contracted pelvis among 2,036 labors in 
which 2,061 children were delivered, 1,663 of them, 
or 80.7 per cent, spontaneously. The longest 
duration of labor was 6 days in a 38-year-old VIII- 
para. Of the children 3.7 per cent were born dead or 
died. In most of the cases delivery was spontaneous. 
Active treatment was reserved for severe cases. 

Version was performed among 1,389 cases 9 times, 
or 0.06 per cent. Among the 668 cases it was per- 
formed 16 times, or 2.3 per cent. One mother died. 
Among the children 9 deaths were due to the 
version, or 18.3 per cent. Forceps were used in 71 
cases, or 5.1 per cent. From rgro to 1912 secacor- 
nin or pituglandol were used 25 times, or 3.7 per 
cent. High forceps were used on 10 primipare and 
:6 multipare, 13 times for the sake of the mother 
and 13 for the child. Six of the children died, two 
of the deaths not being due to the forceps, or 15.3 
per cent. 

In agreement with Mischer, Cuny thinks high 
forceps justified in cases of contracted pelves and 
that it is the last means of delivery except perfora- 
tion of the child, and is preferable to other opera- 
tions as being more conservative for the mother, 
and therefore suitable for private practice. Craniot- 
omy and embryotomy were performed 19 and 9 
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times, never on the living child; they were per- 
formed 8 times as a secondary operation. Puncture 
of the membranes furthers normal progress of the 
labor. 

A too long duration of labor may be shortened 
by secacornin and pituglandol, or by discharge of 
the water through the rupture of the membranes, 
but it seldom renders version more difficult. Infec- 
tion of the contents of the uterus by vaginal bac- 
teria can be avoided by periodical vaginal douches. 
In 126 cases of induction of premature delivery in 
the first series of cases, rupture of the membranes 
was practiced 108 times, and in 24 of the last 
series of cases. 

A few labors lasted only 3 to 4 hours. the longest 
was 18 days. Of the 153 children which were born, 
24 of them were dead, and 8 died soon after; 86.2 
per cent of the children were born living and 80 
per cent discharged living. This result shows the 
value of artificial premature delivery in practice in 
the home. Thirty-three cases had fever, 15 of them, 
or II.9 per cent, of genital origin. Of the 150 pre- 
mature deliveries 87 per cent were spontaneous. 
Pubiotomy was used in 8 cases, or 0.5 per cent; 
because of the permanent injury to the mother it 
should be used only in cases of extreme necessity. 
Cesarean section was performed in 12 cases; 1 
child and 2 mothers died; to of the mothers had 
puerperal fever. For the entire number of cases 
the mortality among the children was 8.2 per cent, 
counting out those not due to the contracted pelvis, 
7.8 per cent; the total morbidity of the mothers from 
puerperal fever was 22 per cent, reduced 15.7 per 
cent; mortality of the mothers total 0.5 per cent, 
reduced 0.09 per cent. The best method of arti- 
ficial premature delivery is to be recommended for 
the sake of the mothers, especially in practice in the 
home. BONZEL. 


Bayer, H.: Rupture and Puncture of the Mem- 
branes; and Stricture of the Cervix (Uber 
Blasensprung und Blasenstich und iiber Strikturen 
der Cervix). Ztschr. f. Geburtsh. u. Gyndk., 1913, 
Ixxiv, I. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


The most pressing indications for artificial 
rupture of the membranes after complete dilatation 
of the external os are: (1) Tenesmus, (2) haemor- 
rhage, and (3) appearance of the apex of the bag of 
waters in the vulva. It is generally thought that 
the rupture of the membranes increases the force 
of the pains; it increases the abdominal pressure, 
but it is questionable whether it heightens the 
actual uterine contractions; indeed, it frequently 
leads to a relaxation of labor pains for a greater or 
less period, for instance, in transverse position. 
Even in the induction of premature labor by punc- 
turing the membranes, it is not a question of in- 
creasing the force of the pains, but of starting 
them. 

The membranes must never be ruptured so long 
as there is danger of a sudden gush of water turning 


the foetus on its axis in high positions. In transverse 
positions it is only justified in connection with ver- 
sion; if version cannot be accomplished after rupture 
of the membranes it is advisable to insert a metreu- 
rynter to avoid a further discharge of fluid. In 
contracted pelvis, rupture of the membranes is 
contra-indicated as long as the head is movable 
above the inlet, and in stricture of the cervix, 
artificial puncture of the membranes is absolutely 
contra-indicated. This term indicates a local ring- 
shaped narrowing of the cervix, not so much a 
pathological tissue change as a physiological effect 
of the labor pains under abnormal anatomical 
conditions, with defective or irregular development 
of the cervix. He discusses Schréder’s and Bandl’s 
theories of the lower uterine segment and _ its 
anomalies, and concludes that in all cases where 
there is reason to suspect an anomaly of the lower 
uterine segment, the membranes should be spared. 
If the membranes rupture of themselves, pre- 
maturely, care should be taken to avoid an excessive 
discharge of fluid. If it is seen that the stricture 
is acting as a normal contraction ring, that is, that 
it hinders the discharge of fluid during the pains, 
expectant treatment is indicated; but if this is not 
the case, active treatment is demanded. In cases 
where there is no projection of the bag of waters in 
front of the presenting part, puncture of the mem- 
branes may have an excellent effect on the dilatation 
of the soft parts, and thus hasten delivery. While 
the membranes are intact the foetus is seldom in- 
jured; but, after rupture of the membrane, it is 
threatened with dangers which show no signs in the 
mother’s condition, so it is necessary to watch the 
foetal heart very carefully. FROMMER. 


Follit, H. H.: Unusually Large Tumor of Child, 
Complicating Delivery. Avsiralas. M. Gaz., 
1914, XXXV, 45. By Surg., Gynec. & Obst. 

The author reports a case in which a cystic fibroma 
weighing two and three-fourths pounds was attached 
to the sacrum of the child. In the course of growth 
it had lifted the skin off the sacrum behind, the 
buttocks laterally, and the perineum below, so that 
the anus and vulva pointed directly forward, and 
the thighs were spread-eagled at right angles to the 
body. The tumor was removed the day after de- 
livery and the child made a good recovery. 

C. H. Davis. 


Solowij, A.: An Unusual Cause of Spontaneous 
Rupture of the Uterus During Delivery (Uber 
eine seltene Ursache der spontanen Zerreissung der 
Gebirmutter wiihrend der Entbindung). Zentralbl. 
f. Gyndk., 1913, Xxxvii, 1623. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

A case of an adherent retroversion of the uterus 
from gonorrhceal salpingitis could not be entirely 
overcome by massage or pessary. During the first 
pregnancy a diverticulum of the posterior wall was 
discovered in the second month. It was a breech 
presentation, but delivery was accomplished readily 
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by bringing down a foot. In the second delivery 
there was no diverticulum, but there was a sponta- 
neous rupture of the uterus that was only diagnosed 
by the condition of the pulse, 45 minutes after the 
spontaneous delivery of the child. Laparotomy was 
immediately performed and an oblique tear of the 
anterior wall found, with adhesions of the posterior 
wall to the colon and mesocolon. These adhesions 
were loosened with great difficulty. Supravaginal 
amputation was followed by death a half-hour after 
the operation. The author believes that the 
adhesions of the posterior wall caused the excessive 
stretching of the anterior wall so that it ruptured, 
although the delivery lasted only two hours. The 
author believes the pelvic presentation of the foetus 
in both deliveries was due to the fact that there was 
not room in the lower uterine segment for the head, 
because of the adhesions. The fatal outcome of 
the case shows that adhesions of the uterus from 
gonorrhoea should not be regarded too lightly. 
BLEEK. 


Nebesky, O.: Rupture of the Cord During Labor 
(Beitrag zur Nabelschnurzerreissung intra partum). 
Arch. f. Gynik., 1913, c, 601. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 


The author reports 18 of his own cases of rupture 
of the cord during labor, in 13 of which microscopi- 
cal examination of the cord was made. He made 
weight tests of roo cords: 3 at the eighth month, 8 
at the ninth month, and 8o of full-term children. 
From these data and an exhaustive study of the 
literature he comes to the following conclusions 
regarding the etiology and mechanics of rupture of 
the cord during labor. 

If there is nothing to prevent its falling freely the 
weight of the child alone is generally suflicient to 
rupture the cord completely. In premature de- 
liveries the strength of the cord is somewhat less 
absolute, but not in proportion to the weight of the 
child. The foetal third of the cord is especially dis- 
posed to rupture, the median and placental thirds 
less so, and the placental insertion least. If the child 
is delivered suddenly and falls there is little danger 
of injury to the skull, and not very great danger of 
hemorrhage, providing respiration begins at once. 
The danger is very great if there is velamentous inser- 
tion and individual vessels are torn, or if, from the vio- 
lence of the pains the cord is ruptured before de- 
livery. 

The differentiation between a spontaneously and 
artificially separated cord is often impossible, or at 
any rate difficult and uncertain. The force of the 
uterine contractions, if abnormally strong, or if the 
strength of the cord is reduced, may rupture it. 
This generally occurs when the cord is absolutely or 
relatively shortened. The greater or less amount of 
the jelly and the greater or less number of turns are 
comparatively unimportant. Cords with dilated or 
tortuous vessels rupture somewhat more easily 


than those without these anomalies, but the rupture 
is seldom at the site of the abnormality. 
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In very rare cases the cord or individual vessels 
in it ruptures when there is no demonstrable cause 
in the shape of weight, increased strength of con- 
tractions, shortened cord, or obstetrical operations. 
Such cases are generally caused by injuries to the 
histological structure of the cord. Histologically 
there may be a predisposition to rupture of the cord 
from lack of elastic fibers in the vessel walls, but this 
is rare. Such a predisposition is much more fre- 
quently caused by histological changes in the mus- 
culature of the vessels or a decrease or loose arrange- 
ment of the connective tissue which is interwoven 
with the jelly. Another factor is the possibility of 
the full force of the contractions being exerted on 
the blood-vessels which constitute the chief strength 
of the cord. VASSMER. 


PUERPERIUM AND ITS COMPLICATIONS 
Gayler, W. C.: The Dorsal Position During the 
Puerperium as a Cause of Retroversio Uteri. 
J. Am. M. Ass., 1914, 607. 
By Surg., Gynec. & Obst. 

The author asks the question, ‘‘ Are we ever justi- 
fied in putting the recently delivered woman in the 
dorsal position?”’ He thinks that this position should 
be prohibited unless there seems to be an interference 
with the flow of the lochial discharge while the wo- 
man in is other positions. The uterus is larger and 
heavier than at any time during the woman’s life, 
excepting before delivery, when a posterior position 
is impossible. The ligaments have not undergone 
involution, and cannot support the uterus. The 
normal bladder irritability is usually lacking for 
several days, often causing unsuspected bladder dis- 
tention. This tends to push the uterus out of posi- 
tion. Thus at this time there is a temporary weaken- 
ing of the ligaments, only ligamentary support of the 
uterus, and an exceedingly heavy and freely movable 
uterus. All of these have a tendency, in conjunction 
with the dorsal position, to cause a retroversion. 
Most authors fail to mention this in either their 
articles or textbooks. 

Gayler cites briefly 74 gynecological cases which 
entered his clinic. Of these 11 had uterine malposi- 
tion, 7 of which were complicated by perineal lacera- 
tion; in the 4 remaining cases the uterine retroversion 
could be traced directly to the dorsal position. 

Epwarp L. CorNELL. 


Leidenius, L.: Effect of Disinfection of the Par- 
turient Woman on the Bacterial Content of 
the Uterus During the Puerperium (Unter- 
suchungen iiber den Einfluss der Desinfektion der 
Kreissenden auf den Keimgehalt des puerperalen 
Uterus). Arch. f. Gyndk., 1913, c, 455. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

The authors make a comparative bacteriological 
study of the bacterial content of the lochia, about 
three days after delivery, in women who either were 
not disinfected during labor (50 cases) or with whom 
various methods of disinfection were used. The 
vulvar hair was clipped and the vulva washed with 
warm water and soap and afterward disinfected with 
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a 1:2000 bichloride solution in 20 cases, instead of 
the bichloride 3 per cent hydrogen peroxide which 
was used in ro cases; the vulva was shaved and 
painted with tincture of iodine in 15 cases; in 
addition to the disinfection of the vulva, vaginal 
douches of warm water were given in 10 cases, with 
a hydrogen peroxide solution in 30 cases, and with 
a o.5 per cent lysol solution in 15 cases. 

The author comes to the following conclusions: 
(1) By disinfecting the parturient woman the num- 
ber of bacteria in the genital canal may be markedly 
decreased and their ascent to the uterus during the 
puerperium delayed. (2) By the methods of disin- 
fecting the vulva, at present in use, there is only a 
slight decrease in the bacterial content of the uterus 
during the puerperium, the effect being much greater 
if the hair is shaved and the vulva painted with 
tincture of iodine. (3) By using vaginal douches 
also the number of bacteria is reduced much further 
than with disinfection of the vulva alone. There 
seems to be a mechanical effect in vaginal irrigation, 
for the bacterial content can be decreased with 
douches of pure water. It is decreased still further 
by mildly antiseptic douches, the best one being a 
0.5 per cent lysol solution. (4) All kinds of bacteria 
are equally affected, there being no difference be- 
tween primipare and multipare; nor does the length 
of labor or the time of the rupture of the membranes 
have any effect. At the end of the first week the 
uterus contains somewhat more bacteria than in the 
beginning. In cases with a rise of temperature 
there are somewhat more bacteria than in those with 
normal temperature. The practical conclusion is 
that disinfection of the vulva during labor should be 
continued and vaginal douches used. FRANKENSTEIN. 


MISCELLANEOUS 
A. K.: Serodiagnosis of Pregnancy; a 
Boston M. & S.J., 1914, clxx, 303. 
By Surg., Gynec. & Obst. 
The author gives the history of the diagnostic 
serum test and tells how it was gradually worked 
out. He describes in minute detail the technique 
of the test and the theory upon which it is based. 
He also quotes the results of others in conjunction 
with his own results and concludes that the study 
of the protective ferments is of great importance 
in explaining phenomena of health and disease 
and that an immunity is developed during preg- 
nancy. He thinks that with good laboratory 
technique the test is the most accurate present-day 
method of diagnosis and ranks with the Widal and 
Wassermann. EUGENE Cary. 


Paine, 
Review. 


Naumann: Experiments in Demonstrating Preg- 
nancy by Means of Abderhalden’s Dialysis 
(Experimentelle Beitrige zum Schwangerschafts- 


nachweis mittels des Dialysierverfahrens nach 
Abderhalden). Deutsche med. Wehnschr., 1913, 
XXxXxix, 2086. 


By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 
Abderhalden’s method of dialysis for diagnosing 
pregnancy was tested on 15 pregnant and rr non- 


pregnant cows. 
the method of obtaining the serum, the preparation 
of the coagulated placenta and the careful testing 
of the dialyzing thimbles before using them, as to 
their penetrability by albumin and the products of 


A detailed description is given of 


albumin decomposition. The reaction was always 
tested with at least 2 ccm. serum, and in the 15 
pregnant animals it was negative once; in two cases 
the reaction was positive though the cows had al- 
ready delivered their calves. It is well known that 
in women the reaction is positive for the first two 
weeks after labor. 

The late reaction was noteworthy in one case 
four weeks after calving. In the 11 non-pregnant 
animals the reaction was doubtful in two cases and 
positive in two. The ninhydrin test is shown to be 
more reliable than the biuret test. Mistakenly 
positive reactions are more frequent than mis- 
takenly negative ones. This is probably caused by 
hemolysis of the serum. In working with small 
amounts of serum this hemolysis cannot be deter- 
mined with the present methods of testing the serum. 

MorRALLER. 


| 
“Scholz, H.: Rosenthal’s Diagnosis of Pregnancy 
(Die Schwangerschaftsdiagnose nach Rosenthal). 
Berl. tierarztl. Wchnschr., 1913, xxix, 858. 
By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


The author calls attention to the fact that Rosen- 
thal’s method of diagnosing pregnancy deserves 
attention as well as Abderhalden’s. It is a method 
for determining the strength of the proteolytic 
inhibitory power of the serum. Two ccm. of a 
casein solution of known strength is placed in each 
of a series of test tubes, then 0.5 ccm. of a serum 
diluted with salt solution to a certain degree is 


added and finally in ascending doses 0.1 to 1.2 ccm.’ 


trypsin solution, which has also been prepared 
according to detailed directions which must be read 
in the original. In all the months of pregnancy 
Rosenthal has found an increase in the inhibitory 
power of the serum as compared with that of normal 
serum. Vorct. 


Warfield, L. M.: Presence of Dialyzable Products 
Reacting to Abderhalden’s Ninhydrin in the 
Urine of Pregnant Women. J. Am. M. Ass., 
1914, Ixii, 436. By Surg., Gynec. & Obst. 


It occurred to the author that if there was a 
specific ferment in the blood-serum of pregnant 
women, it should also be present in the blood-waste. 
These substances have to leave the body by some 
route and the most likely one is the urine. These 
products should be the peptones and amino-acids 
and they should dialyze out and should then be 
found in the dialysate. Warfield found such to be 
the case. At first, urine and pieces of boiled pla- 
centa were placed in one dialyzer and urine alone in 
a second. No difference was noted in the color- 
reaction obtained with ninhydrin—boiling the 
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urine made no difference. Urine containing more 
than a trace of albumin, boiled and filtered clear and 
placed in a dialyzer, showed in the reaction of the 
dialysate to ninhydrin no difference from the un- 
treated urine. 

The exact technique followed is not given. As 
seventeen cases only were tested the author does 
not claim this to be a final report, but only prelimi- 
nary. Epwarb L. CorNELL. 


Haenisch: The Réntgen Diagnosis of Separation 
of the Upper Epiphysis of the Humerus in 
Birth Paralysis (Die Réntgendiagnose der Epiph- 
ysenlisung am oberen Humerusende bei Heburts- 
lihmung). Verhandl. d. deutsch. Réntg.-Gesellsch., 
1913, ix 86. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


The author describes five cases, some of which 
were sent to him with the diagnosis of birth paraly- 
sis. The typical réntgen finding in separation of the 
epiphysis of the upper end of the humerus consists 
in the appearance of the first center of ossification 
to the side of, instead of in a line with the upper 
end of the shaft of the humerus, which resembles 
the ridge of a roof. Of the five children, three 
were operated on with complete recovery. 

ScHMID. 


Ballantyne, J. W.: The Nature of Pregnancy and 
Its Practical Bearings. Brit. M.J., 1914, i, 340. 
By Surg., Gynec. & Obst. 


The author considers this subject from the stand- 
point of ‘a general survey of the whole field of 
pregnancy.” He takes up first the theories of 
pregnancy, of which he cites three, viz., (1) Preg- 
nancy, regarded as parasitism, (2) the pathological 
theory of pregnancy, and lastly, pregnancy as har- 
monious symbiosis. This latter theory, as advanced 
and elaborated by Professor Bar, the author be- 
lieves in and thinks it the proper viewpoint to be 
taken. 

Ballantyne believes that the maternal response 
in pregnancy, such as mammary changes, etc., are 
due to some substance secreted by the unborn 
infant. Likewise, he believes the ductless glands 
are stimulated to unusual effort. He compares the 
action of this kind as similar to the hormone action 
in digestion and considers pregnancy a physiology 
at high pressure. 

In his opinion the etiology of the maladies of 
pregnancy cannot be solved until the physiology 
of normal pregnancy is thoroughly understood. 

Pregnancy is not at present considered as seriously 
as it should be by the medical profession. More 
care should be taken in the early months to divert 
the probable complications that may arise later 
and for this purpose pre-maternity wards should be 
established. Ante-natal pathology should be 


worked up in every hospital with a maternity ward 
and a pathologist should be present to handle this 
EUGENE Cary. 


work. 
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Van Tussenbroek, C.: The Influence of Pregnancy 
and Labor on the Mortality from Tuberculosis 
among Women (Der Einfluss der Schwangerschaft 
und des Wochenbettes auf die Sterblichkeit der 
weiblichen Bevélkerung an Tuberkulose). Arch. 
f. Gyndk., 1913, ci, 84. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

The author found the mortality from tuberculosis 
among women in Amsterdam increased in the first 
half-year after delivery, and decreased in the second 
half-year, so that the increase and decrease nullify 
one another. Hence the conclusion that the mortal- 
ity from tuberculosis in the year following delivery 
is the same as the general mortality from tubercu- 
losis among sexually mature women. In the mor- 
tality curves for women in Amsterdam and the 
Netherlands there was no sharp fall after the end 
of the period of sexual activity, as there would be 
if there was an increase in the mortality from preg- 
nancy and labor. In Amsterdam there was a slightly 
increased relative mortality for married women, 
which must be ascribed to other causes, than repro- 
duction. 

The prevailing opinion that the mortality from 
tuberculosis is considerably increased by pregnancy 
and labor is not confirmed by the author’s investi- 
gations, and her figures do not show any justification 
for the performance of abortion for tuberculosis. 
On this point the author agrees with Weinberg. 

RUNGE. 


Péterfi, T.: Histology of the Amnion and Origin 
of the Fibrillary Structures (Beitrige zur 
Histologie des Amnions und zur Entstehung der 
fibrillaren Strukturen). Anat. Anz., 1913, xlv, 161. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


The author reports the examination of the amnion 
from the embryos of chickens 3 to 8 days old with 
the various methods of staining. ‘There is a detailed 
microscopical description of the origin of the fibril- 
lary network inside the amniotic epithelium from 
vacuolization of the cell-body. The author con- 
siders this a constant and characteristic part of the 
amnion. A limiting membrane resembling haptogen 
membrane appears around these vacuoles, and is 
transformed to fibrils simultaneously with a great 
increase in the size of the vacuoles. The author 
thinks the origin of this cell-structure may be 
comprehended much more simply and easily by the 
aid of physical-chemical conceptions than by purely 
morphological and often metamicroscopical hypothe- 
ses. MoRALLER. 


Braude, J.: The Patency of the Cervical Canal and 
the Os, at the End of Pregnancy (Die Durch- 
gingigkeit des Cervicalkanals und des Mutter- 
mundes am Ende der Schwangerschaft). Zentralbl. 
f. Gyndk., 1913, Xxxvii, 1700. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 


Braude believed that if the cervical canal was 
found patent at the end of pregnancy it indicated 
that delivery was imminent, and to demonstrate this 
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he examined 180 primipare in the ninth and tenth 
months of pregnancy. In 46 women the cervical 
canal was found open. Among these, the cervical 
canal was open in 20 cases for 5 to 15 days; in 9, 
16 to 25 days. Among 263 primipare in the eighth 
to ninth months, the cervical canal was found open 
in 28 cases. Among these, it had been open 5 to 
15 days in 10, 16 to 25 days in 5, 26 to 45 days in 5 
and 46 to 64 days in 3. Among 134 primipare in 
the seventh to eighth months the cervical canal was 
open in 4 cases, and in all these it had been open 
17 to 65 days. The examinations showed con- 
clusively that the patency of the cervical canal and 
os does not prove that delivery is about to take place 
even in primipare. WIEMER. 


Fulci, F.: The Capacity of the Mammalian Thy- 
mus for Regeneration after Pregnancy (Dic 
Restitutionsfaihigkeit des Thymus der Siiugetiere 
nach der Schwangerschaft). Zentralbl. f. allg. 
Pathol. u. path. Anat., 1913, xxiv, 968. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

From his experiments the author believes that 

during pregnancy an atrophy takes place in the 
thymus, which is especially marked during the lat- 
ter part of pregnancy. In this stage elements can 
be demonstrated in the remaining thymus tissue, 
probably of connective-tissue origin with large 
nuclei, which contain cholesterinester and lipoids. 
He proposes to give them the name infiltration cells, 
and thinks they are probably connected with the 
cholesterin metabolism of the body. After preg- 
nancy an active proliferative process begins in the 
thymus, which may lead in a comparatively short 
time to complete restoration of the organ. Preg- 
nancy is the cause of a process of involution in the 
thymus which may be restored again after the preg- 
nancy is over. RUNGE. 


Klotz, M.: The Effect of Birth Trauma on Mental 
and Bodily Development (Die itiologische Be- 
deutung des Geburtstraumas fiir die geistige und 
kérperliche Entwicklung). Zéschr. f. d. ges. 
Neurol. u. Psychiat., 1913, viii, 1. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


There are very different opinions as to the rela- 
tion between abnormal delivery and the future 
development of the infant. While the greater 
number of neurologists and pediatrists agree with 
Little that an abnormal delivery may do irreparable 
harm to the brain, others, especially Hannes, are of 
the opposite opinion. The latter followed the 
history of a series of children born normally, 
delivered artificially, and delivered in a condition 
of asphyxia, and found the same percentage of 
abnormal children in each. His work is defective, 
however, in that he bases his judgment on too 
small a number of cases, and compares an equal 
number of normally and abnormally delivered 
children, while the latter are so much fewer in 
number. The question does not seem to be decided 
so far; it is made more difficult by the fact that 
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even in cerebral paralyses, juvenile weak-minded- 
ness, etc., heredity plays such an important part 
that it is difficult to define its boundaries. 

From the author’s investigations, which relate 
to authentic material, though the cases were small 
in number, it would seem that birth trauma has a 
certain importance. In 7.6 per cent of idiotic 
children he found no other cause than birth trauma. 

SEIGE. 


Bondi, J.: The Weight of the New-Born Not 
Dependent on the Mother’s State of Nutrition 
(Das Gewicht des Neugeborenen und die Erniihrung 
der Mutter). Wien. klin. Wehnschr., 1913, xxvi, 1026. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 

Prochownik’s treatment by the control of diet 
has been in use for 24 years, but results have been 
shown only in scattered cases and they have not been 
scientifically tested. It has been shown on the 
contrary that the foetus is independent of the state 
of nutrition of the mother and that it grows some- 
what in the way of a malignant tumor. ‘The placen- 
ta contains the same amount of fat for absorption 
in the severest hyperemesis or tuberculosis as when 
the mother is in good condition. 

Animal experiments have shown that in animals 
poisoned with phlorhizin where there is the most 
extreme emaciation the placenta contains the nor- 
mal amount of fat. Well nourished women may 
bear small, weak children, and slender, poorly 
nourished women sometimes have large, strong 
children. In nursing it is frequently observed that 
strongly built women with large breasts have less 
nourishment than slender ones. 

The factors that intluence the size of the child 
are: (1) Inheritance; (2) the age of the mother at 
impregnation, as older women, whose ova are also 
older, generally have heavier children; (3) special 
conditions during foetal life, such as disease or in- 
fection of the mother or foetus. Therefore, too 
much dependence should not be placed on diet 
treatment. EHRENBERG, 


Yipp6é, A.: Icterus Neonatorum and the Secretion 
of Bile Pigment in the Foetus and New-Born 
(Icterus neonatorum und Gallenfarbstofisekretion 
beim Foetus und Neugeborenen). WM nchen. med. 
Wehnschr., 1913, Ix, 2161. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 

The examinations were carried out by the author’s 
own spectrophotometric method. In 11 children 
the excretion of bile pigment in the urine and stools 
was almost the same, regardless of whether they 
showed icterus or not; even in prematurely de- 
livered children no more was excreted than was to 
be expected from their weights. In 58 children the 
bile pigment content of the blood was determined, 
in 10 cases repeatedly, and in 4 cases in the mothers 
also. 

In the blood of the foetus and in that from the 
umbilical cord there was four to fifteen times as 

much as in the mother’s blood. Children with a 
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high bile pigment content all had icterus; after 
delivery the content rose still higher, and when a 
certain limit was passed icterus appeared. There 
were some variations in individual cases, but the 
rule held good as a general thing. The bile pigment 
content was especially large in prematurely de- 
livered children. 

The chief cause of the trouble is to be found in 
the conditions of foetal life. The function of the 
foetal liver is not sufficiently developed, so a con- 
siderable amount of coloring matter is allowed to 
pass over into the blood. As the grade of icterus 
depends on how long this condition persists, this 
explains why icterus is not influenced by infections, 
and that even in syphilis it disappears at the usual 
time; and that it is entirely independent in septic 
diseases; it is purely of hepatic origin. 

KERMAUNER. 


Ballantyne, J. W.: Ante-Natal Hygiene. Pediat- 
rics, 1914, XXVi, 13. By Surg., Gynec. & Obst. 
The author’s views as to how advances in ante- 
natal hygiene may be accomplished are in brief as 
follows: (1) Marriages should be contracted only 
after a clean bill of health is given on each side. 
(2) A diagnosis of syphilis in pregnant women should 
be made and the disease properly treated at once. 
(3) Stillbirths should be registered. (4) The sale of 
abortifacient drugs should be stopped. (5) The 
medical profession should take a more active part 
in the supervision of pregnancies. (6) Maternity 
hospitals should be furnished with pre-maternity 
or pregnancy wards for patients suffering from the 
diseases of pregnancy. (7) Help, financial and 
otherwise, should be provided to poor pregnant 
women. (8) Lastly the author speaks of the 
“hygiene of the honeymoon” and says that this 
may be better advanced by the education of those 
to be married. EUGENE Cary. 


Huntington, J. L.: Ante-Natal Hygiene; Relation 
of the Hospital to the Hygiene of Pregnancy. 
Pediatrics, 1914, xxvi, 19. By Surg., Gynec. & Obst. 

The author tells of the work the Boston Lying-In 
Hospital has done in taking care of about 2,000 
patients a year. 

The quarters of this clinic are located in a tene- 
ment house opposite the Lying-In Hospital and are 
rented for $300 a year. The patients to be confined 
in their homes come to this clinic at regular intervals 
until labor sets in. Patients living at a distance are 
visited by nurses. In the clinic the history, both 
social and clinical, is taken, and the urine is examined 
and blood-pressure taken. Palpation of the abdo- 
men and measurements are made, after which the 
name of the patient is given to a nurse for house 
calls and the patient is instructed in the hygiene of 
pregnancy. If untoward conditions arise they are 
sent to the hospital. 

It is the author’s belief that an ideal pregnancy 
clinic could be run for $1.16 per patient. 

EUGENE CAkyY. 
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KIDNEY AND URETER 
0. S.: 


Fowler, 
Urinary Stasis; a New Etiology in Kidney- 
Stones, with a New Method of Nephropexy 


Ureteral Obstruction Causing 


to Secure Ideal Natural Drainage. J. Am. M. 
Ass., 1914, Ixii, 367. By Surg., Gynec. & Obst. 
The ureter is supplied with muscular fibers which 
cause intermittent spurts of urine into the bladder, 
but the kidney and the upper portion of its pelvis 
have no musculature, therefore the kidney and pelvis 
must empty themselves by some other method. 

When mankind assumed the upright position the 
normal kidney drainage suffered to this extent, 
that the lower calices are below the lowest part of the 
kidney pelvis as it leaves the kidney, thus leaving a 
portion in which there is urinary stasis; stasis in- 
vites infection, and infection and stasis cause the 
formation of stones. In favor of this observation is 
the fact that all substances in chemical or physical 
solution are hastened in precipitation by stasis; 
there are, however, occasionally stones in the kidney 
without infection. 

The author’s theory also accounts for the fact that 
the vast majority of kidney-stones are found in the 
lower pole or in the pelvis of the kidney. Stone in 
the upper pole is unusual and stone in the paren- 
chyma is very rare. The author has therefore de- 
vised an operation in which the upper pole is drawn 
inward and downward and the lower pole outward 
and upward, so that the upper and lower calices are 
on a level where he fixes the kidney by slings of 
fascia removed from the fascia lata. ‘The author 
believes that this method of fixing the kidney is 
better than other methods because no kidney 
parenchyma is destroyed. 


Murard, J.: Value of Surgical Treatment in 
Bright’s Disease (De la valeur du_ traitement 
chirurgical dans le mal de Bright). Lyon chir., 
1914, Xi, 30. By Journal de Chirurgie. 

Murard gives a severe but impartial critical re- 
view of the question of surgical intervention in 
chronic nephritis. From a theoretical and experi- 
mental study of the effects of decapsulation and 
nephrotomy and an examination of the cases pub- 
lished he draws conclusions frankly unfavorable to 
the method. It seems to him that it is only indi- 
cated in acute attacks caused by congestion of the 
kidney in the course of chronic nephritis; but in 
such cases the operation is more serious than its 
advocates admit and the results are not permanent. 

The nephritis itself has never been really cured by 

the operation. 


The author cites three unpublished cases of 
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surgical operation for nephritis in the last stage, 2 
cases by Leriche and one by Desgouttes. The 
patients were operated on during anuria or uremic 
crises. In two of the cases unilateral nephrotomy 
was performed and in the third decapsulation of the 
right kidney and nephrotomy of the left was done. 
All three patients died after a few hours. The author 
admits that these cases do not prove anything in 
regard to the method, because of the desperate 
condition the patients were in; they died not because 
of the operation, but in spite of it. 
Cu. LeNorMANT. 


Walkup, J. O.: Hemorrhagic Hypernephritis; with 
Report of Case. J. Am. M. Ass., 1914, Ixii, 531. 
By Surg., Gynec. & Obst. 

The rarity of the above disease is shown by the 
fact that in 652 necropsies only one case was found. 
Walkup states that the etiology is unknown but 
suspicion is directed toward a fibrosed pancreas with 
a fatty degeneration or infiltration of the adrenal. 
The symptoms are sudden violent pain followed 
by the shock concomitant to hemorrhage pressure- 
symptoms disturbing prominent nerve plexuses. 
Death follows within forty-eight hours. 

He reports the case of a sergeant of the regular 
army, aged forty-three, in whom pulmonary tuber- 
culosis was proven microscopically. He also had 
nodules in both epididymii, otitis media, tubercular 
laryngitis, and diarrhoea with symptoms of tuber- 
cular enteritis. 

The treatment, which covered almest two years, 
was accompanied by a gradual loss in flesh and 
advancement of the pulmonary lesion. During his 
last month of sickness the predominating symptoms 
were diarrhoea and a severe pain in the right costal 
arch that on pressure radiated by way of the splanch- 
nics to the right scapula; this was followed by a 
lesser attack in the upper left lumbar region that on 
pressure followed the left splanchnics. After an 
effort to leave his bed the patient had a fainting spell 
which was followed by severe lumbar pains radiating 
to both shoulders. Death took place in twenty 
minutes. 

Post-mortem examination showed a severe hamor- 
rhage in the right suprarenal with a lesser one in the 
left; no tuberculosis was found in either adrenal, 
kidney, or small intestine; the advanced processes 
were found in the lungs and colon; there was no 
report of the genital tract. The adrenals micro 
scopically showed fatty degeneration with hamor- 
rhage infarcts and periadrenal bleeding. Degenera- 
tion seemed more advanced in the parenchyma and 
the pancreas showed a fibrosis with hypertrophy of 
the islands of Langerhans. E. 
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Keyes, Jr., E. L.: Concerning Apparent Cures of 
Renal Tuberculosis. Surg., Gynec. & Obst., 1914, 
Xviii, 214. By Surg., Gynec. & Obst. 

The author reached the following conclusions 
regarding apparent cures of renal tuberculosis. 

The symptoms of renal tuberculosis depend rather 
upon the extension of the disease to the pelvis, ureter, 
and bladder, or to the perinephritic tissue. than to the 
lesion in the kidney itself. 

2. Hence, tuberculosis may exist for some time 
in the kidney without causing any symptoms. 

3. Hence, also, long periods of quiescence may 
occur, corresponding to aseptic occlusion of the 
tubercular lesion. 

4. During this time no tubercle bacilli may be 
found in the urine, and the author’s cases suggest 
that pathological examination of the tubercular kid- 
ney removed during a quiescent period might sug- 
gest the possibility of healing without total destruc- 
tion of the kidney. 

5. But relapse inevitably occurs and the kidney 
never ceases to be actively tuberculous until it is 
totally destroyed. 


Belikoff-Schtomitsch: Diagnosis of Paranephritis 
(Zur Diagnostik der Paranephritis). Wed. Obdozr., 
1913, Ixxix, 733. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

The author points out the difficulties in the 
classification of suppurations in the fatty capsule 
of the kidney, and does not regard the latest attempt 
at such a classification as conclusive, though he 
recognizes the anatomical research in regard to the 
distribution of the suppurations as authoritative. 
He emphasizes the importance of early diagnosis. 

The following pain-points are pathognomonic: 
(1) Immediately below the anterior superior spine 
of the ilium, the point of exit of the cutaneous fem- 
oral nerve, and in the upper surface of the thigh, 
the distribution of the subcutaneous twigs of the 
same nerve; (2) above and in the middle of the crest 
of the ilium, the point of exit of the chief branch 
of the iliohypogastric nerve; and (3) above the pos- 
terior superior spine of the ilium, the point of exit 
of the ilioinguinal nerve. These three nerves run 
between the kidney capsule and the quadratus 
lumborum, therefore their involvement in the ir- 
radiation of pain in inflammations of the fat of the 
kidney. 

These pain-points, which can establish a diagnosis 
of paranephritis in the very early stages when the 
lumbar region is not sensitive, are also of importance 
in the differential diagnosis of other retroperitoneal, 
especially retrocecal suppuration. In retrocecal 
suppuration the signs of psoitis with bending of the 
thigh are characteristic. Besides these pain-points 
the temperature and a neutrophile leucocytosis are 
diagnostic signs in paranephritis. Three case 
histories of paranephritis and two of retrocecal 
abscess are given, diagnosed in accordance with the 
above assertions and confirmed on operation. 

STROMBERG. 


Luzoir, J.: Albarran-Marion’s Method of Nephro- 
pexy (De la néphropexie — procédé d’Albarran- 
Marion). Théses de doct., Par., 1913, Dec. 

By Journal de Chirurgie. 


Nephropexy is being abandoned by the majority 
of surgeons. Luzoir’s argument for its retention 
is based on 35 cases. All of these cases were oper- 
ated on by Albarran’s method of utilizing tlaps of 
capsule, modified by Marion so that the lower pole 
of the kidney is not entirely separated from the cap- 
sule. The latter forms a sort of hammock which 
holds the organ, and the fixation is performed higher 
up. The upper flaps of capsule are fixed above 
the eleventh rib. Surgeons are disagreed, not so 
much as to the method of operation, but rather as 
to the indications for it. 

The end-results obtained by Marion are interest- 
ing. Luzoir got complete late reports on 28 pa- 
tients; one case, Which was a failure due to mistaken 
diagnosis, is excluded. The other 27 patients had 
pain in the kidney region; 6 of them seem to have 
had crises of renal strangulation. Of the 27, 15 
were relieved from pain; 12 of them were improved 
but continued to suffer abdominal pain, and on ex- 
amination the cause of this pain was found in the 
genital system once, in the appendix twice, in the 
gall-bladder once, in the stomach once, due to ulcer; 
} patients had enteritis and 3 movable left kidneys. 
Sixteen of the patients had nervous troubles: in 
3 cases these troubles disappeared entirely; in 4 
cases they were very much improved, 3 of these 
being neuropaths; in 6 cases they were improved— 
3 of these were neuropaths, one of extreme degree. 
In 3 of the cases there was no improvement; 
1g patients had digestive disturbances, which in 6 
cases disappeared entirely; 2 of these patients had 
appendectomies performed; one of them had 
enterocolitis. 

One case was very much improved alter a later 
appendectomy. Nine times there was slight im- 
provement; two of these patients have chronic 
appendicitis and have not yet been operated on; 
in 3 cases there was no improvement. Among 
these 19 patients there were 3 cases of enterocolitis 
and 8 of appendicitis; 8 patients had general ptosis 
and 4 of them were benefited by the operation. 

These results are very encouraging and they would 
have been better, as Luzoir points out, if the 
supplementary operations demanded by the patients’ 
condition had been performed, such as colopexy- 
hepatopexy and appendectomy. ‘These operations 
could have been performed at the same time as the 
nephropexy. Gaston Picor, 


Post, W. E.: The Effect of Tartrates on the Human 
Kidney. J. Am. M. Ass., 1914, lxii, 592. 
By Surg., Gynec. & Obst. 


The unfavorable results in experimentation on 
rabbits in the subcutaneous and by month intro- 
duction of tartrates — Rochelle salts —to prove 
renal destruction, especially of the convoluted tubu- 
lii, by Underhili, Wells and Goldschmidt, and later 
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corroborated on dogs by Pierce and Ringer, is denied 
by Post as not being true in the human kind where 
an ordinary dose of two or three drams is given. 
The smallest toxic dosage for a well-fed rabbit was 
ten grams of Rochelle salts to a 2,800 gram rabbit 
which would be equivalent to 6.7 ounces of salts to 
a 150-pound man — a dose that would, of its mag- 
nitude, be entirely too toxic to make any logical 
biological comparison. 

Post refers to Fisher’s plan of relieving the oedema 
of nephritis by alkalinizing the urine. His case re- 
ports following the use of 2 to 3 dram doses of 
Rochelle salts, as a rule, showed, by the hydrogen 
ion concentration, a lessened acidity. The majority 
of his cases reported were ones favoring albuminuria 
on account of the circulation being contaminated 
with bacteria, yet none of them showed an increased 
albuminuria, cylindruria, or in fact any unfavorable 
symptoms from the ordinary dosage of sodium and 
potassium tartrate. E. BARNETT. 


Ware, M. W.: The Futility of Phenosulpho- 
nephthalein as an Indicator of Renal Function. 
N.Y. 1614, xetk, 416. 

By Surg., Gynec. & Obst. 

An attempt is made by the author to discredit the 
work of Rowntree and Geraghty on phenosulpho- 
nephthalein as a functional kidney test and to show 
that the drug when used for that purpose is value- 
less. He brings together many quotations from 
different workers with arbitrary arguments of his 
own in support of his contention. 

According to Ware, phenosulphonephthalein out- 
put is dependent upon urinary reaction and gives no 
true indication of the excretory ability of the kid- 
neys but is purely an acidometric test. This con- 
clusion is based upon the observation that the output 
of the dye is diminished in certain cases with alkaline 
urines and also in certain other cases with diuresis 
which “‘is identical with a diminished acidity,” such 
as tuberculosis of the kidneys and _ interstitial 
nephritis. For “experimental refutation” is cited 
the observation of an increased elimination occurring 
after small doses of various irritants and, par- 
ticularly, “in the presence of renal lesions caused by 
nephrotoxic immune serum.” For ‘clinical refuta- 
tion” several cases of fatal issue are quoted in which 
the prognosis had been adjudged good because of a 
good phthalein output. In conclusion he says: 
“As for the information being accurate and precise, 
this is controverted by the theoretical, chemical, 
experimental, and clinical evidence herein set forth 
and which forbids reliance on the extravagant 
claims of phenosulphonephthalein as a functional 
kidney test.” FRANK HINMAN. 


Beer, E.: Leukoplakia of the Pelvis of the Kidney 
and Its Diagnosis. Am. J. M. Sc., 1914, cxlvii, 
244. By Surg., Gynec. & Obst. 


The author reports from the literature forty-five 
cases of leukoplakia, and in addition two occurring 
in his own practice. ‘Wwenty-seven cases occurred 


in the bladder, eight in the urethra, and the rest 
in the pelvis of the kidney. He claims that this 
type of change in the mucosa does not, as a rule, 
give rise to symptoms except where the particles 
in their exfoliation are large enough to produce a colic 
during their passage down the ureter. In almost 
every instance the condition was associated with 
either calculus, simple infection, or tuberculosis. 

In the two cases in Beer’s experience one was 
associated with tuberculosis and the other was a 
pyonephrotic condition. The process is an exfoliat- 
ing one which, from the nature of the specimen 
studied, can only be an exfoliation from a surface 
of teukoplakia. 

In the author’s cases silicates were found in the 
urine, and it is of interest to note that these salts 
in the human body are found mainly in the skin 
appendages—for example, the hair and the nails. 
In the first instance the patient died from general 
peritonitis. Autopsy was obtained. The speci- 
men of kidney showed the pelvis filled with white, 
pearly membrane attached to the underlying wall 
of the pelvis, extending down to the ureter; other- 
wise, the kidney was the picture of a tuberculous 
pyelonephritis. There was a tuberculous destruc- 
tion of the papilla as well as tubercular foci in the 
cortex and in the lower half of the pelvis an area 
of leukoplakia of irregular shape. S. 


Braasch, W. F.: Infections of the Renal Pelvis and 
Ureter. Tex. St. J. Med., 1914, ix, 305. 
By Surg., Gynec. & Obst. 
The author considers pyelitis part of a general 
genito-urinary infection in which the active infection 
is confined largely to the pelvis of the kidney. 
Cases may be divided into two groups: those 
due to ascending infection, the result of mechanical] 
obstruction to the urinary tract, and those due to 
descending infection from the kidney or part of the 
pyelonephritis. The infection is more frequent in 
males than in females. The cause is unknown. 
It is nearly always bilateral. With pyelonephritis 
pus is nearly always found in catheterized specimens 
from both kidneys, but the infection may be tem- 
porarily inactive on one or both sides, as evidenced 
by the absence of pus and bacteria in the urine, and 
changes demonstrated by the ureteropyelogram may 
be the only positive evidence of bilateral infection. 
An absence of pus after a course of treatment would 
not necessarily indicate a permanent cure. It may 
indicate that the process is temporarily dormant. 
Almost every case of pyelitis is accompanied by 
cystitis. In the male almost every case of cystitis 
shows evidence of past or present renal infection, 
except in cases due to urethritis, obstruction, or 
trophic disturbance. In the female, cystitis is not 
so frequently accompanied by pyelitis. The severity 
of the cystitis is no clue to the severity of pyelitis. 
Pyelitis resulting from mechanical obstruction 
to the urine differs from that due to descending in- 
fection in that when the obstruction is removed the 
pyelitis will disappear unless considerable kidney 


destruction has taken place. In the female, mechan- 
ical pyelitis is most frequently due to pregnancy. It 
is not extensive and clears up readily. Pain is not 
usually severe—when severe it may be the result of 
mechanical obstruction to urinary secretion, increase 
in intrarenal tension resulting from diffuse cortical 
infection or perinephritic infection. Mechanical 
obstruction is caused by occluding blood-clots or by 
cicatricial change about the pelvis and ureter sub- 
sequent to perinephritic infection. In long standing 
cases pain, chill, and fever accompanies sporadic 
acute infection of the adjacent parenchyma. 

Pyelography is most useful in the diagnosis of 
pyelitis in ascertaining the degree of renal destruc- 
tion and determining whether or not the condition is 
surgical. The author describes a number of abnor- 
malities of the pelvis calyces and ureter brought out 
by the pyelogram. 

The diagnosis of unilateral pyelitis from unilateral 
tuberculosis may be difficult if tubercle bacilli are 
not found in the urine. The cystocopical findings 
may be the same. The pyelogram in pyelitis shows 
the outline of the pelvis usually well defined, indef- 
inite in tuberculosis. Pyelitis is distinguished from 
infection of the parenchyma by the clinical picture in 
acute septic nephritis, and by the small amount of 
pus in the chronic infection of the parenchyma and 
by the amount of pelvic dilatation shown. 

A radiogram should always be made when a cathe- 
terized specimen of urine shows pus, in order to elim- 
inate stone. Reflex gastric symptoms are frequently 
present. 

In ureteritis infection is usually secondary; it may 
result from descending infection and involve the 
whole ureter or it may be from localized infection, 
appendicitis, pelvic inflammation, vesiculitis. or 
cystitis, and is confined to a part of the ureter. When 
due to ascending infection the entire ureter is seldom 
involved. The ureterogram demonstrates the course 
and extent of the inflammatory process. 

The author briefly describes the pathology of the 
inflamed pelvis and ureter. In the treatment of 
chronic pyelitis he thinks it best to use all three 
methods in conjunction, namely, urinary antiseptics, 
autogenous vaccines, and renal lavage; in cases of 
mechanical obstruction, removal of the cause. 
Nephrectomy is indicated for persistent unilateral 
pyelitis causing recurrent attacks of fever and 
weakness, and unilateral haemorrhagic pyelitis. 
There is extensive inflammatory distention of the 
pelvis and destruction of renal tissue on one side, 
as may be seen with advanced pyelitis, ureteral 
obstruction as the result of peripelvic, and peri-ure- 
teral cicatricial changes causing intermittent colic. 

W. A. CERSWELL. 


Adler, H.: Choice of Operation in Impacted 
Calculi of the Ureter (Du choix de l’intervention 
dans les calculs enclavés de l’uretére). Théses de 
doct., Par., 1913, Dec. By Journal de Chirurgie. 


Adler’s work is based on cases published with very 
little detail. He discusses the suitable surgical 
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procedures when the calculus is or is not complicated 
with anuria, when kidney-stone is or is not present, 
when the condition is primary or secondary, uni- 
lateral or bilateral, septic or aseptic, when there is 
at the same time a disease of the kidney independent 
of the calculus in the kidney of the same or the op- 
posite side, etc. 

It is impossible to follow the author in his discus- 
sion of all these pathological possibilities, but the 
conclusion to be drawn is that an exact knowledge 
of the functional condition of each kidney is abso- 
lutely necessary. 

If the kidney is dilated, infected, or not function- 
ing, the calculus becomes a secondary matter and 
nephrectomy is the operation of choice, but if it is 
only moderately dilated, has no calculus and is not 
infected, the ureteral calculus only is to be consid- 
ered and its removal will considerably improve the 
condition of the kidney. 

As a general rule when there is calculus of both 
the kidney and ureter a double operation is neces- 
sary. but patients have been known to recover after 
ureterotomy when a calculus was left in the kidney. 
If the calculus of the ureter is movable it may be 
pushed back to the pelvis and removed, together 
with the urine contained in the kidney, but if it is 
impacted this method cannot be used. The calculus 
of the ureter should be removed at one operation 
and a later one performed to remove the kidney 
calculus. When the affection is bilateral, the opera- 
tion should be performed first on the least affected 
side. 

In the question of anuria, Adler does not have any 
confidence in permanent catheters of the ureter, but 
prefers ureterotomy or nephrotomy; but the argu- 
ments he gives and the cases he publishes are not 
sufficient for the rejection of these two methods of 
treatment which are universally accepted. 

Gaston Picor. 


Dalencon, R.: Therapeutic Applications of Cathe- 
terization of the Ureters (Contribution a l’étude 
des applications thérapeutiques du cathétérisme 
uretéral). Théses de doct., Par., 1913, Dec. 

By Journal de Chirurgie. 

Dalengon’s thesis is a good general review of the 
question based on 38 cases, some of which are un- 
published. Catheterization of the ureters is em- 
ployed especially in non-tubercular congestion of 
the kidneys, post-operative renal fistulae, and in 
some complications of renal lithiasis. As to renal 
infections, the author agrees with Périneau that 
catheterization of the ureters followed by irrigation 
of the pelvis often cures recent pyelonephritis if 
there is no great degree of retention. It is only 
palliative in old infections, such as ascending 
pyelonephritis and hamatogenous pyelonephritis 
of long standing, in extensive suppurations, such as 
pyonephroses, and in calculous pyelonephritis. In 
such cases irrigation cannot be expected to do more 

than secure asepsis preparatory to operation. A 

post-operative renal fistula will generally close if a 
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permanent catheter is inserted in the ureter, and 
the author’s cases confirm the results obtained by 
Albarran. The catheter, left in position, drains the 
lower part of the kidney, straightens out curves in 
the ureter and dilates constricted parts just as a 
permanent catheter dilates a constricted urethra. 

In renal lithiasis catheterization of the ureters 
is indicated in three cases. In nephritic colic which 
lasts abnormally long, or in the recurrent forms, the 
catheter left in position dilates the passage and 
sometimes allows the expulsion of gravel. The 
same thing is true if calculi are arrested in the ureter 
above a constricted point. He reports nine cases. 
In calculous enuria bilateral catheterization has 
given remarkable results in 2 cases. 

Dalengon confirms Eliot’s conclusions in this 
respect. Whatever the reason for performing 
catheterization of the ureters three rules, must always 
be observed: (1) The catheter must be passed 
slowly and gently; (2) the permanent catheter must 
never be Jeft in longer than 48 hours; (3) during 
this time the pelvis and bladder should be irrigated 
several times a day with antiseptic solutions. 

Gaston Picor. 


BLADDER, URETHRA, AND PENIS 


Gérard, M.: Injuries of the Bladder by Impale- 
ment (Des blessures de la vessie par empalement). 
J.d@urol., 1913, iv, 540. By Journal de Chirurgie. 

If an individual falls and is impaled on some ob- 
ject the bladder is more apt to be injured if it is 
full and if the object is oblique from behind for- 
ward. In man the point of entry may be through 
or near the anus. This is much the more frequent, 
including 85 per cent of the cases; in such cases 
both rectum and bladder are injured. If the point 
of entry is through the perineum or scrotum, the 
bladder alone is involved. 

In the first class of cases the injury to the rectum 
may be variable in extent and severity. The 
prostate is rarely involved, only 2 cases being re- 
ported, and lesions of the ureter and seminal 
vesicles are also rare; but if the injury involves the 
peritoneum the intestine may be perforated. Out 
of 63 cases the peritoneum was involved 23 times 
or in 36 per cent of the cases. Cases of the second 
class are rare; in 9 the foreign body penetrated 
through the perineum, in 2 behind the scrotum. 
The injury is generally at the base of the bladder or 
in the lower part of the posterior wall, and the mem- 
branous urethra is often torn. 

In woman the most frequent lesion is injury of 
the bladder through the vagina; the posterior sur- 
face of the bladder is injured and the anterior vaginal 
wall perforated. The peritoneum is rarely in- 
volved; Witzel observed one case with injury of the 
intestine. Injury through the rectum is very rare 
in women, the author having found only three 
cases. Such injuries are more severe than the 


vaginal cases because the rectum is also involved. 
As regards the symptoms, the pain is variable 
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in intensity and hemorrhage is generally abundant. 
If urine flows out through the wound it shows that 
the bladder is perforated, but this may not occur 
for some hours or even days after the accident, 
either because of anuria, or of retroperitoneal in- 
filtration of the urine, or because the edges of the 
wound are sealed up with clots; so that it is not 
safe to conclude that the bladder is intact if urine 
is secured on catheterization. The urine may be 
discharged continuously, through perineal or 
vaginal wounds, or it may accumulate in the ampulla 
of the rectum and be discharged only every two or 
three hours in the form of a liquid stool, if there is a 
vesicorectal wound and the anus is intact. If the 
anus is torn there will be continuous discharge of 
urine and fecal matter. Injury of the rectum may 
be manifested by discharge of gas and fecal matter 
through the urethra. Symptoms of peritonitis 
appear if the peritoneum is involved. The lesions 
at the point of entrance do not give any idea of the 
extent of injury to the bladder, rectum, and peritone- 
um. The extent and form of the lesions are dis- 
closed by rectal palpation and whether there are 
perforations of the rectum and. bladder. Cath- 
eterization of the ureter may reveal an injury to 
the ureter, and the injection of air into the bladder 
shows whether the peritoneum is involved. Recto- 
scopy is a valuable aid in the diagnosis. 

The course depends on whether the injury is 
intra- or extraperitoneal. Death resulted in 85 
per cent of the cases of peritoneal involvement, 
generally after 14 to 36 hours, but sometimes as 
long as 10 days afterwards; surgical treatment, how- 
ever, has since lowered this mortality to 20 per 
cent. ‘The prognosis is favorable in extraperitoneal 
cases, the immediate mortality being barely 5 per 
cent, micturition by the natural route generally 
being reéstablished completely, although if the 
urethra has been involved there is apt to be stricture 
as a sequel. The point of first importance is the 
often difficult problem of finding whether the 
peritoneum is involved or not. The bladder should 
be catheterized at once. If the patient has not 
urinated for several hours, if the bladder is empty 
and the urine has not collected along the course of 
the wound, it is reasonably certain that there is an 
intraperitoneal penetration of the bladder. In- 
sufflation of the bladder will reveal it. If the urine 
withdrawn by the catheter is clear it is probable, 
but not certain, that the bladder is intact; if the 
urine is bloody it is doubtful. In such cases the 
patient must be carefully watched for the very 
first signs of peritonitis. Perforation of the perito- 
neum being excluded, the next thing is to determine 
whether it is the ureter or bladder that is injured. 
Catheterization of the ureter will determine this. 

Early complications are hemorrhage and_in- 
filtration of the urine into the retroperitoneal or 
pelvic cellular tissue; secondary ones are infection, 
the formation of a retrorectal phlegmon, cystitis, 
ascending pyelonephritis, orchitis, and epididymitis; 
late ones. veritable sequel, are fistulee and foreign 
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bodies in the bladder; these are often fragments 
carried into the bladder by the point of the injuring 
object, sometimes bits of the object itself, more 
rarely remains of food or intestinal parasites from 
the ampulla of the rectum. They may be dis- 
charged, or, remaining in the bladder, may cause 
persistent fistula or give rise to secondary phos- 
phatic calculi. Vesical fistula occur in 16 per cent 
of the cases, they may continue indefinitely or they 
may close after 8 to 14 months; the removal of 
foreign bodies hastens their closing. 

Perforation of the peritoneum demands as early 
operation as possible. This consists of laparotomy. 
suture of the bladder and rectum, removal of 
foreign bodies, careful cleansing of the peritoneum, 
and drainage. In extraperitoneal injuries expectant 
treatment is the rule, except when a foreign body is 
retained in the wound, or there are complications 
due to the size or irregular form of the injuring ob- 
ject. Then, under anesthesia, a careful toilet of 
the wound should be made, and a permanent 
catheter inserted for removal of the urine. Com- 
plications will often necessitate secondary surgical 
operations, such as the evacuation of collections of 
pus by the hypogastric or perineal route, removal 
of calculi, closing of fistula, etc. J. TAnTon. 


Gouriou, P.: Calculi of Diverticula of the Bladder 
(Etude sur les calculs diverticulaires de la vessie). 
Theses de doct., Par., 1913, Dec. 

By Journal de Chirurgie. 


Calculi of this kind may be lodged either in 
congenital or post-operative diverticula of the 
bladder. They may descend from the kidney and 
become lodged in the diverticulum where they may 
increase in size, but more generally they are found 
in infected cases and are phosphatic. They may 
increase in size together with the diverticulum in 
cases of retention, or they may originate in the 
interior of the diverticulum by the concretion of 
salts from an infected urine. The symptoms are 
the same as those of movable calculi. 

The lithotrite does not give as clear a sound 
because the stone is partly buried, but rectal pal- 
pation often gives more exact information because 
the calculus is not pushed away by the finger. 
Cystoscopy, which may or may not be supplemented 
by radiography of the bladder after it is filled with 
collargol, is the only way of getting exact informa- 
tion as to the condition, the size and number of the 
calculi, and the degree of stricture of the neck of the 
diverticulum. 

Lithotrity cannot be used as a means of treatment 
for these calculi; section is the operation of choice. 
If the calculus is large and friable it can be crushed 
while in position with the fingers, forceps, or a 
lithotrite. If it is small, the neck of the diverticulum 
may be dilated with forceps. If neither of these pro- 
cedures is possible, the diverticulum must be 
incised. Prostatectomy is indicated as a supple- 
mentary operation, for these calculi are generally 
associated with retention. Gaston Picor. 


Marion, G.: Resection of Diverticula of the Bladder 
(De la résection des diverticules vésicaux). J. 
d’urol., 1913, iv, 785. By Journal de Chirurgie. 

The removal of subperitoneal diverticula is simple 
when they can be reached and invaginated like the 
finger of a glove, but it is often difficult when they 
are located laterally or posteriorally and the walls 
are adherent to neighboring tissues. 

Marion had a case in a young man of 18. Cystos- 
copy showed an orifice on the right lateral wall of 
the bladder, and radiography, after filling the 
bladder with collargol, showed two cavities of 
almost equal volume, lying beside each other. He 
recommends the following technique: 

Catheterization of the ureter on the side of the 
diverticulum, either before the operation through 
the cystoscope or during it through the opened 
bladder. 

2. Suprapubic incision: opening of the bladder 
and finding the location of the diverticulum with 
the finger. 

3. Dissection of the bladder on the side of the 
diverticulum, till the pedicle of the diverticulum is 
reached. 

4. Incising the bladder wall up to the orifice of 
the diverticulum. 

5. Dissection of the diverticulum: one or more 
fingers are introduced into it and it is isolated like 
the sac of a hernia; a ureteral sound should be 
introduced to protect the ureter. 

6. Resection of the pedicle of the diverticulum. 

7. Repair of the bladder wall by suture in two 
stages, one involving the whole wall without 
penetrating the cavity of the bladder, the other 
involving only the muscular layer. 

8. Partial closing of the bladder with drainage 
of the bladder and perivesical space. The perives- 
ical drain is removed when the discharge becomes 
negligible, and the bladder drain removed a few 
days later and replaced by a permanent catheter 
until the bladder is closed. J. Tanton. 


Heitz-Boyer, M.: Mixed Treatment of Certain 
Tumors of the Bladder (Du traitement mixte de 
certaines tumeurs vésicales). J. d’urol., 1913, iv, 
793. By Journal de Chirurgie. 

The endoscopical treatment of tumors of the 
bladder by high frequency currents, electrocoagula- 
tion (Beer), or electric sparks (Heitz-Boyer and 
Cottenot), is at present very much in favor. Be- 
sides obviating bloody operations it has the ad- 
vantage of allowing the pedicle to be treated more 
completely and surely. However, when the tumors 
are large the procedure is long, delicate, difficult, 
and fatiguing, so for such cases Heitz-Boyer proposes 
a mixed surgical and endoscopical treatment. 

The first step consists of a hypogastric inci- 
sion; the tumor being revealed, a clamp is placed on 
the pedicle, a ligature is formed below the clamp 
and the pedicle cut between them. The bladder is 
incompletely closed and drained; healing takes 
place by second intention. The operation may be 
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done under local anesthesia; 15 days after the blad- 
der is closed the second stage is undertaken, that is, 
the endoscopical destruction of the remnant of the 
pedicle by a high-frequency current. A series of 
cystoscopies are performed to complete the de- 
struction of the pedicle and to prevent recurrence. 
The author has made use of this procedure in two 
cases successfully. J. TANTON. 


McDonald, S., and Sewell, W. T.: Malakoplakia of 
the Bladder and Kidneys. J. Pathol. & Bacteriol., 
1914, Xviii, 306. By Surg., Gynec. & Obst. 

Because of the extreme rarity of the condition, 
the authors presented their case of the above to the 
Pathological Society of Great Britain and Ireland 
in 1912. 

The patient, a young married woman, aged 24, 
had been confined five months previously, after 
which time she had been in bed continuously. 
Three months later an abscess formed in the right 
flank. This was not opened, but seemed to have 
disappeared although after that there had been pain 
in the right flank. Later there had been severe 
pain in the right flank and in the vulva at the end of 
micturition. There was increased frequency of 
micturition but there was no history of hematuria 
or of the passage of calculi; there was rapid emacia- 
tion. The patient had a severe rigor a few days 
before admission to the infirmary. A fluctuating 
swelling was found in the left ileocostal space; there 
was pyuria and the temperature was 90° F. The 
abscess was opened and 15 ounces of foul pus 
evacuated, containing bacillus coli. On the sixth 


day the temperature rose to ror.°4 F., and reached 
103.6° F’. on the eighth day, when she died. 

At the post-mortem examination there was found 
recent acute pericarditis and a right pleural empye- 
ma containing about a pint of thin greenish pus. 
There were patches of bronchopneumonia in the 


lower lobe of the right lung. <A recent operation 
wound in the left flank led down to a perinephric 
collection of pus. There were dense inflammatory 
adhesions between the capsule of the kidney and 
surrounding structures. Throughout the kidney 
substance numerous yellowish white deposits were 
found, varying in size from a pin-head to a third 
of an inch in diameter. The deposits were firm and 
elastic; some had hyperemic centers and some 
showed points of suppurative softening; in places 
they occurred in clusters and tended to fuse together. 
In one large deposit the greater part was grayish in 
color, and strongly resembed the ‘ wash-leather” 
center of a gumma. The nodules were largest near 
the surface of the kidney and they almost entirely 
replaced the kidney substance in the lower pole. 
The renal tissue was bright pink in color, and 
even the parts free from the larger deposits showed 
minute points and streaks of infiltration through the 
medulla into the cortex. The apices of the papille 
showed nodular infiltration with hyperemia on the 
surface. The pelvis of the kidney showed slight 


granularity of the mucosa. The right kidney 
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showed a similar condition, but the deposits were 
not so numerous nor so large. One mass of fused 
nodules contained irregular cavities filled with pus, 
and the surface of the kidney appeared to have been 
infected from it. The arrangement of the lesions 
on this side was more suggestive of an ascending 
infection. There was superficial erosion of the 
papille with whitish infiltration running in lines 
into the cortex and the ureters were slightly dilated 
and thickened. The bladder was slightly dilated; 
at the trigone and surrounding the opening of both 
ureters were numerous small rounded nodules 
raised above the mucosa, averaging about one- 
eighth of an inch in diameter. The nodules were 
closely set, and extended up the posterior wall 
almost to the fundus. The individual nodules were 
semitransparent and grayish in color with a more 
opaque white center, and were surrounded by a 
hyperemic zone. In places they coalesced so that 
the mucosa was covered with yellowish white sheets 
of deposit in areas up to an inch in diameter. The 
other pelvic viscera showed no abnormality. 

The culture developed a pure growth of B. coli 
communis. Lesions found in the kidney and 
bladder were identical. The impression conveyed 
by microscopical study was that an essentially new 
formation with a peculiar type of cell was being 
dealt with and that there were secondary changes 
present, partly degenerative and partly the result 
of an inflammatory condition associated with the 
presence of B. coli communis. 

The secondary elements are classified by the 
authors as follows: (1) The large, peculiar, and 
characteristic cells hereinafter referred to as the large 
cells — malakoplakia cells of Von Hansemann; (2) 
certain free and intracellular bodies which have 
been seen in the other recorded cases and which will 
be spoken of as the Michaelis-Gutmann bodies, 
after the authors who first described them; (3) 
leucocytes, cells of lymphocyte series, and fixed 
cells; (4) stroma and blood-vessels; and (5) bacteria. 

The large cells were found in the submucosa, the 
epithelial lining of the viscus being raised above the 
level of the mucous membrane by these formations. 
The individual cells are quite unlike any seen in 
inflammatory reactions. Healthy looking unaltered 
cells present the following appearance: They 
resemble liver-cells or, rather, cells of the suprarenal 
cortex; where lying closely, they are round or oval, 
but in denser portions they are polygonal; they are 
about 2ou in diameter; degenerative changes are 
apparent. 

Michaelis and Gutmann bodies were found 
scattered throughout the deposits of large cells, 
numerous bodies of very peculiar and characteristic 
nature. They were most numerous inside the large 
cells and a large number were found toward the 
periphery. 

Scattered throughout the lesions were numerous 
polymorphonuclear leucocytes, some well preserved 
but many obviously degenerating. Many lym- 
phocyte cells were present: they were also most 


numerous at the margin of the deposit; and in the 
bladder they were found in the submucosa. At the 
margin of the deposits entirely different kinds of 
cells were found; they were spindle-shaped and looked 
like fibroblasts. The impression was that these 
fibroblastic cells were merely acting as phagocytes. 

Stroma seemed to be present in small amounts in 
the large cells; in other places thin-walled blood 
channels were present —sometimes they were 
sinusoidal in distribution. The blood-vessels 
seemed to be of rather incredible number and ap- 
peared like blood-vessels in inflammatory tissue. 

Studies for bacteria and spirochetes were made 
but no other organisms were discovered, except the 
B. coli communis. 

The authors refer to the cases described by Von 
Hansemann, Michaelis, Gutmann and Loele in 
tg1o, and Hedren in 

Regarding the etiology, little is known. Kimla 
suggested that they might be tubercular, but nothing 
of this character has been proven. 

A fact that has been brought out in the table is 
the frequency of the condition in females. In 
many cases there has been an entire absence of any 
urinary symptoms and in the wide distribution of 
lesions throughout the urinary tract this fact seems 
peculiar. 

The author’s case is of special interest from the 
fact that the woman was only 24 years of age, and 
that the kidneys, bladder, and ureters were affected. 

There is no uniformity of opinion in regard to 
these large cells of Von Hansemann. Schaudinn 
could find no evidence of parasites in them. The 
most popular view as to their origin is that they are 
directly derived either from endothelial cells lining 
the lymph-spaces in the tissues, or granulating tissue, 
or from granulating tissue cells. The authors sug- 
gested that possibly they may have something to do 
with adrenal rests. The Michaelis-Gutmann in- 
clusions present extraordinary diversity of opinion 
in regard to their origin. Michaelis and Gutmann 
saw in them a distinct resemblance to Leyden’s 
“bird’s-eye’’-like bodies, but Von Hansemann could 
see no such resemblance and seemed to think that 
they were not of parasitic origin. Loele considers 
apparently that they may be derived from the red 
blood-cells. The authors consider them to be a 
product of cell inclusions and cell products saturated 
with blood pigments. The bacteria always present 
so far have been B. coli communis. 

The authors’ observations do not, at the present, 
permit of an absolutely definite conclusion as to the 
nature of this affection. While the bacillus coli 
communis is constantly present in all reported 
cases, yet it is found so much more frequently in 
the urinary tract that it is only exceptionally that 
it could cause such a condition; it may, therefore, 
be only secondary. ‘Their studies suggest that the 
real cause may be due to certain cell nests of 
developed mental origin which are stimulated to 
activity with associated specific degenerative 
changes. This theory also has its objections. 
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The authors think the name is an unhappy one, 
but was chosen by Von Hansemann from two Greek 
words meaning ‘soft’? and “plaques,” thus sug- 
gesting a relationship with leucoplakia. All agree 
that from whatever source these cells come they are 
not the derivatives of the superficial cells of the 
mucosa, thus making the term inapplicable. 

A. C. STOKES. 


Bauereisen, A.: An Unusual Parasite of the Female 
Bladder (Ein seltener Parasit der weiblichen 
Harnblase). Zéschr. f. gyndk. Urol., 1913, iv, 174. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


A 57-year-old woman had had pain and then fever; 
for three weeks there had been a swelling in the left 
lower quadrant, which ruptured externally and dis- 
charged pus. The cystoscope showed a perforation 
of the posterior bladder wall and a living ascaris 
which was seized and extracted. The patient grew 
worse with symptoms of pyamia and died of 
embolism. Autopsy showed dense bands of adhe- 
sion between a loop of small intestine and the 
bladder, perforation of the bladder into an encapsu- 
lated abscess cavity of the left pelvic peritoneum, 
chronic pelvic peritonitis, and adhesive bands. 

Bauereisen assumes that as a result of the numer- 
ous deliveries (12), pelvic peritonitis occurred, 
which led to the formation of adhesive bands 
between the intestine and bladder; the ascaris then 
penetrated the adherent loop and the adhesion and 
finally got into the bladder. COLMERs. 


Paoli, G.: Cystitis with Incrustation (Des cystites 
incrustantes). Théses de doct., Lyon, 1913, Nov. 
By Journal de Chirurgie. 

In this form of cystitis there are two sorts of 
lesions of the bladder: (1) a calcareous incrustation 
which may cover its whole surface and which may be 
of urates, but is generally of phosphates or mixed; 
(2) destruction and necrosis of the mucous membrane 
and leucocytic infiltration of the different muscular 
layers, causing the disappearance of elastic and 
muscular fibers. There is arteritis and thrombosis 
of the veins. The process ends in extreme hyper- 
trophy of the bladder walls and reduction of the 
capacity of the organ, sometimes to as little as 25 
to 30 ccm. The bladder loses contractility and 
capacity for dilatation. Paoli shows that these 
lesions may be observed in any bladder infection; 
even in tuberculosis there is no specificity. Clinical- 
ly the affection resembles any other kind of cystitis. 
The extreme degree of haemorrhage and pain may 
lead one to suspect incrustation, and cystoscopy is 
the only method of examination by which an exact 
diagnosis can be made. The prognosis must be 
guarded on account of the frequency of renal com- 
plications. 

There are two methods of treatment: cystostomy 
and ionization. Rochet makes a hypogastric in- 
cision, removes the incrustations with the finger or 
the curette, and ends with a superficial curettage of 
the whole bladder. Zuckerkandl performs a more 
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extensive operation in which the lesions are removed 
with scissors and a sharp curette. The ulcerations 
are removed like a new-growth, the openings brought 
together with catgut sutures, and the whole bladder 
cavity touched with tincture of iodine. In the 
female, curettage may be performed through the 
urethra. 

The author reports cases of both these methods of 
operating, each of which seems to have its value, 
although there may be recurrence. He considers 
ionization the treatment of choice, using a lithium 
solution for uric incrustation and a chlorinated one 
for phosphatic incrustation. Gaston Picor. 


Buerger, L.: Simple Ulcer of the Bladder (Ein 
Beitrag zur Kenntnis vom Ulcus simplex vesice). 
Folia urol., 1913, Vii, 543- 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


From the study of his own cases Buerger dis- 
tinguishes two kinds of simple ulcer of the bladder, 
the superficial and the deep-seated or chronic callous 
ulcer. These so-called simple ulcers are of course 
to be distinguished from diseases of the bladder 
caused by specific inflammations, such as tubercu- 
losis or syphilis, as well as from new-growths. The 
correctness of this assumption is confirmed by 
cystoscopical and pathological anatomical examina- 
tions. The clinical symptoms are intense dysuria 
and frequent desire to urinate; there is blood and 
pus in the urine. 

The chronic ulcers are generally located in the 
region of the trigone. In spite of the fact that they 
are called solitary ulcers, there are apt to be at 
other places on the bladder mucous membrane, one 
or more secondary superficial erosions. 

The quickest and most effective treatment is 
excision of the ulcerated parts of the mucous mem- 
brane by means of an operative cystoscope designed 
by the author and with forceps having cup-shaped 
points. In all cases of chronic cystitis with the 
symptoms described above a careful examination 
should be made for simple ulcer; the chronic cystitis 
and the very sensitive contracted bladder are only 
secondary symptoms which disappear when the 
primary ulcer is cured. DENCKS. 


GENITAL ORGANS 


Dorrance,.G. M.: A Transverse Incision for Opera- 
tion on the Scrotum. J. Am. M. Ass.. 1914, |xii, 
451. By Surg., Gynec. & Obst. 

The author describes a transverse incision for 
shortening of the scrotum. He claims that this 
incision is favored by the direction of the arteries 
and nerves at the end of the scrotum, and may be 
made between the vessels; in this way a larger 
portion of the scrotum may be removed. Likewise 
the cremasteric muscle is shortened, a result not 
obtained by the longitudinal incision transversally 
sutured. The author claims that this method 
produces a much better closure than the longitudinal 
incision, A. C. STOKEs. 
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McGlannan, A.: The Conservative Treatment of 
Undescended Testicle. J. Am. M. Ass., 1914, 
Ixii, 691. By Surg., Gynec. & Obst. 

Among the older writers the subject of non- 
descent of the testicle was treated chiefly from the 
standpoint of the tendency to the development of 
malignant disease; consequently the only operative 
procedure considered was the removal of the organ. 
Further study has shown that malignancy is a less 
frequent condition than was formerly supposed, and 
occurs nearly always in inguinal retention. Special 
interest is now centered in the functional power of 
the organ in an abnormal position, the likelihood of 
improvement of function if transplanted to the 
scrotum, and the possibility of effecting such trans- 
plantation. 

The abnormally placed testicle tends to remain 
immature, or if spermatogenesis does take place, to 
undergo senile atrophy early. It seems probable 
that placing the testicle in the scrotum early in life 
enables infantile organs to develop normally, while 
the performance of the operation after puberty, 
though not necessarily dooméd to failure, is less 
likely to be beneficial. 

MecGlannan has performed the operation on 16 
patients, in none of which was there atrophy of the 
testicle — though in several it was necessary to 
divide the spermatic vessels — and the transplanted 
organs have invariably remained in the scrotum. 

S. W. Moorweap. 


Schafer, A.: Technique of Orchidopexy (Zur 
Technik der Orchidopexie). Zentralbl. f. Chir., 
1913, xl, 1630. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

The author has not always had the best results 
with Witzel’s method of orchidopexy, so he has 
combined it with Longard’s. His operation in 
unilateral cryptorchism is as follows: 

The spermatic cord and the testicle are exposed 
and the cord stretched; the abdominal ring is closed 
by Bassini’s method; the ectopic testicle is pushed 
over toward the sound side through a slit in the 
septum of the scrotum and the two testicles are 
fixed to each other by a few silk-sutures. A silk- 
suture is passed through the lower pole of the ectopic 
testicle, both ends passed through the skin of the 
scrotum on the sound side and left hanging; then 
both testicles are displaced toward the normal side, 
the slit in the septum is closed up as nearly as 
possible, and the cord of the ectopic testicle fastened 
to the external inguinal ring. After closing the 
skin wound, slight traction is exerted on the silk- 
suture that was left hanging and it is sutured to the 
thigh of the normal side. The wound is carefully 
dressed to avoid infection, and after ten days’ rest 
in bed the sutures in the scrotum are removed. 

In bilateral cryptorchism the procedure is the 
same, only the displacement of the one testicle 
toward the other side is omitted. The sutures on 


each side are fixed to the thigh of the opposite side. 
DENCks. 
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Codman, E. A., and Sheldon, R. F.: The Prognosis 
of Sarcoma of the Testicle. Boston M. & S. J., 
1914, cIxx, 267. By Surg., Gynec. & Obst. 

The authors report a case of sarcoma of the testicle 
which was first diagnosed as tuberculosis of the 
epididymis. When first seen the tumor was small, 
apparently involving the epididymis only, and 
small nodules were present in the other epididymis 
and one seminal vesicle. As there was also a 
quiescent focus in the apex of one lung, this diag- 
nosis was agreed upon by two genito-urinary and 
two tuberculosis specialists. At the end of 9 
months, however, the tumor had increased to the 
size of asmall lemon. Orchiectomy was performed, 
the growth proving to be a sarcoma, replacing the 
epididymis, with a portion of the testis, compressed 
to one side, remaining. The sarcoma had not pen- 
etrated the tunica albuginea. 

After mentioning the later views as to classifica- 
tion of testicular tumors as expressed in the articles 
of Chevassu and Ewing, namely, that they are all 
embryomata, the authors discuss the prognosis of 
the disease and report the end-results of 64 cases 
occurring at the Massachusetts General Hospital 
during the past 4o years. Of the cases operated 
upon the mortality was 58 per cent — deaths due to 
metastasis. 

The cases of recurrence after operation all lived 
less than three years. The only operation performed 
was orchidectomy. Of 33 operated cases which 
died from the disease, 21 had no sign of metastasis 
at operation, yet death occurred in all within three 
years. These figures agree with Chevassu’s, show- 
ing that a patient is safe only after the three-year 
limit. 

As to operative measures, the authors believe that 
where there is evidence of metastasis, the dissection 
of the abdominal lymphatics and glands involved, 
as advised by Chevassu, Watson and Cunningham, 
and others is justified. Horace Binney. 


Goodman, A. L.: Tuberculosis of the Testicle. 
Med. Rec., 1914, Ixxxv, 146. 
By Surg., Gynec. & Obst. 

The author deals principally with tuberculosis 
of the testicle in young children, and in a collective 
series of ot cases of different authors about one-half 
occurred during the first two years of life. Heredity 
plays the principal part in the etiology. 

The author cites several cases in children be- 
tween the ages of six months and two and one-half 
years. He states that testicular tuberculosis may 
appear either as a primary isolated manifestation 
or as a secondary complication in the course of 
visceral tuberculosis. Primary tuberculosis is, at 
the same time, very restricted, unilateral, and not 
extending above the inguinal ring, it spares the 
better portion of the vas deferens, the seminal 
vesicles, and the urinary organs. Hence, it is 
essentially curable, does not especially involve the 
epididymis, as in adults, nor is it essentially testicu- 
lar, but involves both the testicle and the epididy- 


mis, blending the organs into a pathological mass 
in which the primary infected organ can no longer 
be distinguished. Macroscopical examination 
shows that the mass, which is at first diffuse and 
indistinctly outlined, has a certain tendency to 
become encysted; the connective tissue which pro- 
liferates in the vicinity may even filtrate the gland 
in its entire extent, and atrophy through testicular 
sclerosis is often the outcome of the infection. 

In other cases the tubercular nodule suppurates, 
as in adult cases, it is adherent to the skin, then a 
fistula opens at the exterior, at the level of the tail 
of the epididymis, as is the rule in tuberculous 
fistula; more rarely, other forms of tuberculosis 
are observed, such as tubercular granulation or 
nodules scattered in the thickness of the gland; 
granulations or nodules in the head or tail of the 
epididymis. The vas deferens is often involved, 
but although it becomes indurated, as in adults, it 
is attacked only in the lower segment which is still 
enclosed in the scrotum. 

The tunica vaginalis is often the seat of a more 
or less profuse exudation; in other cases, the two 
layers have become adherent through a_ plastic 
process forming a shell, as it were, around the genital 
gland. Secondary testicular tuberculosis is usually 
more extensive and no longer a manifestation of 
an infection through the blood. 

In certain patients the infection is propagated 
through the lymphatic group or by the vaginoper- 
itoneal canal. An ascending infection through the 
vas deferens is rather doubtful; the lesions are some- 
times bilateral in these cases and the seminal vesicles 
or the prostate are apt to be the seat of indurated 
nodules or even suppurative foci. Clinically, these 
changes begin with acute symptoms, or they may be 
chronic from the start. The chronic types are 
essentially indolent, and their existence is only 
revealed accidentally or by the appearance of 
abscess and fistula. According to all writers, the 
primary forms are relatively benign in character, 
whereas the remote results of the secondary group 
are extremely unfavorable and the invasion of the 
testicle is here interpreted as a sign of profound 
intoxication of the organism, indicative of a fatal 
outcome. CLARENCE R. O’CROWLEY. 


Bugbee, H. G.: Further Observations on the Use 
of the High-Frequency Spark for the Relief 
of Prostatic Obstruction, in Selected Cases. 
Med. Rec., 1914, Ixxxv, 293. 

By Surg., Gynec. & Obst. 


The author reports four additional cases of 
benign obstruction and four of carcinomatous 
prostates (making in all 22 cases) which he has 
treated by the high-frequency spark. He classifies 
the cases of benign prostatic obstruction suitable 
for this method of treatment as follows: 

1. Small fibrous prostates, forming a hard ring 
about the bladder neck, not only constricting the 
interureteric orifice, but interfering with the func- 
tion of the internal vesical sphincter. 
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2. Enlargement of the median lobe unaccom- 
panied by lateral lobe enlargement. 

3. Lobes left after incomplete prostatectomy. 

4. All enlargements where operation is refused, 
or contra-indicated by the condition of the patient. 

A one-tenth inch spark is used and the tissue de- 
struction extends about one-fourth of an inch below 
the surface.’ The case reports show that after a 
course of treatment some of the patients completely 
empty their bladders. B. S. BARRINGER. 


Bryan, R. C.: Prostatic Hypertrophy, and Its 
Relief by Surgical Measures. Virg. J/. Semi- 
Mouth., 1914, xviii, 525. By Surg., Gynec. & Obst. 

After a discussion of various factors in etiology 
and symptomatology, and a review of several 
methods of prostatic removal, Bryan concludes that 
the following are essential in the proper care of 
prostatic enlargement: 

1. Careful and not too hasty preparation of the 
patient for the operation, from one to several weeks 
if necessary. 

2. The two-stage operation in infected cases and 
in cases of loss of cardiac and renal compensation, 
the cystostomy always being done under local 
anesthesia. 

3. High vesical incision. 

4. Care about the space of Retzius. 

5. Intra-urethral enucleation always by choice, 
the only instance where it cannot be done being in 
the marked case of contracture of the neck. The 
mucous membrane over the most prominent part 
of the gland is incised and the removal carried out. 

6. No packing of the prostatic cavity. 

7. No urethral medication, irrigation, or in- 
strumentation. 

8. Syphonage by double flow catheter which is 
kept up two to three days. 

9. Proctoclysis. 

10. Encourage the consumption of liquids and 
food. 

11. The patient should be allowed to stay in 
bed ten days or more. J. S. E1senstaepr. 
Freyer, P. J.: Cancer of the Prostate. Urol. & 

Cutan. Re»., 1914, Xviil, 69. 
By Surg., Gynec. & Obst. 

Freyer reports 1,276 cases of enlarged prostate 
of which 171, or 13.4 per cent, were due to malignant 
growth. 

The symptoms of malignant disease of the 
prostate are similar to adenomatous enlargement 
with other symptoms superadded. Among the 
symptoms are the rapid development of obstruc- 
tive symptoms during a few months, especial- 
ly in patients under 50 and over 70 years of age; 
progressive loss of weight; a feeling of lassitude, 
debility and undue fatigue, anorexia, pains in 
sacrum, loins on one or both thighs, along course 
of urethra or in the perineum; and pain and soreness 
in one or both buttocks when sitting down, due to 
pressure on nerves. 
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Freyer considers hematuria a more frequent 
complication of adenomatous enlargement of malig- 
nant disease. Physical examination shows a 
marked hardness of the prostate, with irregular 
outline, ill defined lobes, and partial or total ob- 
literation of the median furrow. The most char- 
acteristic feature is the immobility of prostate from 
surrounding structures; palpation usually elicits 
much pain. 

As regards treatment Freyer states that in ad- 
vanced cases of carcinoma of the prostate it is quite 
impossible to effectively remove the gland and 
ameliorative treatment only can be considered. 
However, when the prostate can be removed iv foto 
while the malignant disease is confined within the 
true prostate capsule, then a perfect cure can be 
looked forward to. The operation is attended with 
no more danger than in cases of simple hypertrophy. 

J. S. EIseNSTAEDT. 


Legueu, Morel, Marion, Thévenot, and Gayet: 
Surgery of the Prostate (Contributions a la chir- 
urgie de la prostate). Cong. de l’ass. franc. @urol., 
Paris, 1913, Oct. By Journal de Chirurgie. 

An entire session of the recent French Congress on 
Urology was devoted to a discussion of the surgery 
of the prostate. A résumé of some of the papers 
read follows: 

Lecueu and Moret discussed the clinical value 
of eosinophilia in prostatic cases. In studying the 
blood of 85 patients with various diseases of the 
prostate these authors noted that the leucocyte 
count varied according to the nature of the disease. 
They noted especially the increase in the eosinophile 
count in go per cent of the cases of adenoma. Inde- 
pendent of the effect of any parasite, toxi-infection 
or medicine, this eosinophilia averaged 5 per cent 
in cases of adenoma of the prostate which were not 
infected and did not show hematuria. It was 
apparently due to the adenomata, for it disappeared 
after the operation, and moreover, histological 
examination of the adenomata showed, in the zone 
surrounding the urethra, an abnormal proportion 
of eosinophiles. Although the eosinophilia in pros- 
tatic cases is not a specific reaction, it has a real 
diagnostic value. It may settle the question of 
differential diagnosis between a neoplasm and an 
adenoma, and reveal in “prostatic cases without a 
prostate,” the presence of minute adenomata, 
which clinically would be unsuspected. 

MARION reported having practiced suprapubic 
prostatectomy in six cases of chronic prostatitis 
which had been treated for a long time by all other 
means without any results. The technique he 
described of these operations is not like that for 
hypertrophy. The neck is not removed, but only 
the two inflamed lobes of the prostate. The 


bladder is opened and an exploration made behind 
the neck of the bladder for the two more or less 
pronounced projections under the bladder wall 
which represent the two lobes of the prostate. 
Where necessary a finger in the rectum aids in the 


incision is made with a 


Then an 
bistoury in each of these projections, starting from 
the neck and directed obliquely backward and 


examination. 


outward, passing through the bladder wall. Then 
the finger is introduced into each of these incisions 
and the prostatic lobes are dissected and removed. 
This, he claims, is comparatively easy and he thinks 
it is a mistake to suppose that a prostate that is not 
hypertrophied cannot be removed by dissection. 
There is a point on the anterior surface representing 
the excretory pedicle of the lobe that has to be torn 
free. The lobes are about the size and form of 
smooth, symmetrical almonds, except at this point 
on the anterior surface. 

Marion’s post-operative treatment is the same as 
alter prostatectomy forhypertrophy. Withone ofthe 
patients, who was 32 years old and had had complete 
retention for several months, the result was perfect. 
The other five had the usual symptoms of chronic 
prostatitis, neurasthenia, and discharge. In three 
cases the results were perfect: there was cessation 
of pain, discharge, and neurasthenic symptoms. In 
two cases the results were incomplete: the discharge 
stopped but pain and neurasthenic symptoms per- 


sisted. The effects on the genital functions were as 
follows: Erection and sexual sensation were normal, 


but in two patients, who were examined closely, 
there was no ejaculation; the other patients were 
not sure in regard to this point. This is a serious 
consideration in young patients, and it is generally 
they who are afflicted with chronic prostatitis. If 
the removal of the lobes of the prostate in this way 
does render the patient sterile, it could only be used 
in special cases where all other methods of treat- 
ment had absolutely failed, and the patients should 
be told of it beforehand. 

TuEVENOT discussed the difficulties of diagnosis 
and operative dangers due to seminal vesiculitis in 
prostatic patients. He has found that seminal 
vesiculitis is relatively frequent in conjunction with 
hypertrophy of the prostate, either in the form of 
true suppurative or sclerous vesiculitis or of peri- 
vesiculitis. The existence of a little mass prolonging 
the prostate along the urethra and corresponding 
lymphatic tracts, seeming to form a part of the 
prostate and fixing it to the neighboring soft parts, 
may sometimes make it difficult to make a differential 
diagnosis between common hypertrophy and cancer 
of the gland. 

In Thévenot’s opinion, the possibility of asuppura- 
tive vesiculitis should always be taken into con- 
sideration, for: (1) It often accompanies prostatitis, 
and inflammatory adhesions may make the enuclea- 
tion of a fibroid prostate a very difficult matter; 
(2) the operation being performed in an infected 
field, care must be taken to avoid after-infection; 
(3) it is also to be feared that the ejaculatory ducts 
may discharge the pus from the vesicles into the 
prostatic wound, thus causing infection. 

GaAvyeET has studied Ambard’s urea coefficient in 
prostatic cases in a series of 54 cases, in which he 
made 76 determinations of the coefficient, from 
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which he draws the following conclusions: The 
coefficient by itself does not pretend to furnish a 
reliable picture of the anatomical changes in the 
kidney. It simply retlects the physiological condi- 
tion of a single function, the elimination of urea. 
Retention, especially acute complete retention, is 
an important factor in azotemia; the highest urea 
content in the blood serum is found in these cases. 
But the removal of the obstacle by a permanent 
catheter or cystostomy brings about a rapid decrease 
of the uremia. 

The prognosis is grave only when it persists with- 
out change after the retention has stopped. The 
urea coefficient makes it possible to follow very 
accurately the improvement brought about by the 
treatment of the retention, and to choose the best 
moment for radical operation. It does not duplicate 
the results obtained from determining the amount 
of urea in the blood. There is sometimes disagree- 
ment between the results of these two methods, 
and Ambard’s method reveals more latent cases of 
azotemia. It is also surer and more reliable than 
the methods by elimination of coloring matters. 
If it is supplemented by a study of the other renal 
functions, elimination of water, chlorides, etc., and 
by a study of the patient’s other organs, it aids in 
giving precise indications for operation, and thus in 
improving the statistics for prostatectomy. 

J. Dumont. 


Lower, W. E.: A Technique for Performing a Shock- 
less Suprapubic Prostatectomy. Ann. Surg., 
Phila., 1914, lix, 278. By Surg., Gynec. & Obst. 

The shock-producing factors of prostatectomy 
are the anesthetic, the amount of painful trauma 
tism, and the hemorrhage. Lower seeks to avoid 
these factors by the following technique: (1) Ad- 
ministering morphine and scopolamine an hour 
before the operation; (2) placing 60 to go ccm. of 

5 per cent alpinin solution in the bladder immedia 

ately before operation; (3) using nitrous oxide as the 

general anesthetic; (4) infiltrating with a 1:400 

solution of novocaine (a) the site of the suprapubic 

incision in the skin and fascia, (6) the anterior 
bladder wall, (c) the bladder mucosa over the pros- 
tate, and (d) by deep injections the prostatic capsule 
at the sides of and beneath the gland; (5) using 
careful and gentle manipulations in the enucleation ; 

(6) packing narrow strips of gauze about a re 

tained catheter, on top of the mucous membrane, 

so as to obliterate the dead space, bring the ends of 
the urethra together, and prevent haemorrhage. 
S. W. Moorneap. 


Allen, C. W.: Prostatectomy under Local Anzs- 
thesia. N.Orl. M.&S.J., 1914, Ixvi, 581. 

By Surg., Gynec. & Obst. 

The author discusses the surgical technique of 

prostatectomy with local anesthesia. He injects 

one-sixth of a grain of morphine one 


one-hundred-fiftieth grain of scopolamine one hour 
The bladder is opened by in- 


before operating. 
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filtration anesthesia; the vesical surface of the 
prostate is then injected near the base of the gland. 
The needle is passed through the mucosa in an 
attempt to infiltrate the region between the mucous 
membrane of the bladder and the capsule of the 
prostate. Two or three drams of a one-half per 
cent solution of novocaine containing 15 minims 
of adrenalin to the ounce is injected at each of the 
above points. If the gland is very large or there is 
much of a projection above the urethral opening, 
other injections may be made. A_ suppository 
containing ten grains of anesthesia is introduced 
into the rectum in order to anesthetize it so that 
a finger can be introduced without any discomfort. 
The writer remarks that in many cases the intro- 
duction of the two-step operation is justifiable, 
the bladder being drained first by local anwsthesia, 
the prostate being afterwards removed. 

While the author’s paper is not exhaustive and 
he does not go much into detail, nevertheless the 
reviewer is of the opinion that this or some similar 
technique will solve many of the questions involved 
in difficult prostatectomies. A. C. STOKES. 


MISCELLANEOUS 


Gaillard, A. T.: Modern Laboratory Methods in 
the Diagnosis of Surgical Diseases of the 
Genito-Urinary Tract. Ann. Surg., Phila., 1914, 
lix 267. By Surg., Gynec. & Obst. 

Under the above title Gaillard presents the claims 
of microscopy of the urine to the position among 
laboratory methods in the examination of patients 
suffering from lesions of the urogenital tract. He 
finds it possible to thus recognize the site of the 
lesions, by the character of the epithelial cells; its 
character, by the varieties of cells and intercellular 
tissues present; and the nature of the individual’s 
“constitution,” by the nature of the pus-cells, 
these being coarsely granular, refractive. and without 
visible nuclei when the body resistance is good, and 
finely granular, with visible nuclei and irregular 
cell margins when the constitution becomes im- 
paired. Malignant disease can be recognized after 
ulceration has taken place by the presence of the 
characteristic tumor cells. 

Cryoscopy and the various other tests of renal 
sufficiency are summarily disposed of as follows: 
‘These tests have been briefly referred to only to be 
condemned, for it is difficult to understand why 
time should be wasted on them when microscopical 
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examination affords such positive proof of all that 
we desire to know regarding renal sufficiency or 
insufficiency.” S. W. MoorHeap. 


Nicolle, C., and Blaizot: A Non-Toxic Antigonor- 
rhoeal Vaccine; and Its Use in the Treatment of 
Gonorrhea and Its Complications (Un vaccin 
anti-gonococcique atoxique; son application au 
traitement de la blenorrhagie et de ses complica- 
tions). J. d’urol., 1913, iv, 734. 

By Journal de Chirurgie. 

Vaccination for gonorrhoea, like all other vaccine 
treatments, has hitherto met with a seemingly unsur- 
mountable obstacle: the toxicity of the vaccines. 
Besredka’s sensitized vaccine was a step in the 
direction of overcoming this, but it was not enough. 
There was always a reaction following the inocula- 
tion of the vaccine and sometimes it was very 
violent; moreover, sensitized vaccines are not stable. 

Nicolle and Blaizot have succeeded in entirely 
overcoming the toxicity of the vaccine and render- 
ing it stable. The efficacy of their vaccine treat- 
ment is remarkable, judging from 200 cases, 24 of 
which were ophthalmia, 25 orchitis, 3 rheumatism, 
and 127 acute, or chronic urethritis. Cases of 
ophthalmia recovered after only a few inoculations, 
thus avoiding any serious ocular complication. 

In orchitis the pain stops a few hours or a day 
after the first inoculation, and the temperature falls. 
This rapid recovery prevents sterility. In gon- 
orrhceal rheumatism the patient recovers very rap- 
idly after 2 to 8 inoculations; the authors cite the 
case of a woman who had had it for eight months and 
had recovered on the eighth day of treatment. The 
action of the vaccine is equally apparent in both 
acute and chronic urethritis; pain, cystitis, and 
discharge stop quickly, often after the third inocula- 
tion; old discharges also are quickly cured. None 
of the patients treated in this way had orchitis; so 
that inoculation of the vaccine prevents extra- 
urethral complications. In women the results seem 
to be the same as in men. Recovery was very 
rapid in two cases of metritis and salpingitis. 

In the treatment, one-half ccm. of vaccine is 
injected each time. Three millions of microbes are 
diluted with one and one-half ccm. of physiological 
solution. The injection is made intravenously or 
intramuscularly. It is painless and not accompanied 
by any febrile reaction. In acute cases injections 


are repeated every day or every two days, in chronic 
ones every two to four days. 


J. TANTON. 


/ 


SURGERY OF THE EYE AND EAR 


EYE 


Mullen, J.: A Case of Melanotic Sarcoma of the 
Choroid. Tex. St. J. Med., 1914, ix, 320. 

By Surg., Gynec. & Obst. 

The author reports a case of a 32-year-old woman 
with an intra-ocular tumor giving symptoms for a 
period of 9 months, finally causing acute secondary 
glaucoma two days before enucleation. The micro- 
scopical diagnosis was melanosarcoma of the choroid, 
and the case was reported to bring out a discussion 
of the frequency of recurrence, regional or metastatic. 

EARLE B. Fow er. 


Myers, D. W.: Cataract Extraction in the Capsule 
without Iridectomy. J. Opiith., Otol. & Laryngol., 
IQI4, XX, 55. By Surg., Gynec. & Obst. 

The author gives a very complete report of 43 
cases of cataract operated on by him. In these cases 
the lens was removed in its capsule with or without 
an iridectomy; a wide puncture of the iris being done 
in some of the latter group. The author believes 
the intracapsular extraction a safe operation. partic- 
ularly if the cases are selected, the lens slipping out 
more easily in the older cases. He advises resorting 
to capsulotomy if the lens does not come away readi- 
ly. In all operating he uses a rigid speculum holding 
the lids away from the globe. Earte B. Fowier. 


Cross, A. E.: Simple Chronic Glaucoma. J. 
Ohpth., Otol. & Laryngol., 1914, Xx, 71. 
By Surg., Gynec. & Obst. 
The causes and some of the methods of treatment 
of simple chronic glaucoma are discussed. After 
a brief description of the anatomy of the ciliary body 
and the changes occurring with advanced age, Cross 
discusses various views on etiology, as follows: 
Walfors holds that high tension and glaucoma are 
not identical; that the primary cause is in some dis- 
ease of the choroid. Schorn says the increase is 
finally due to loss of support of the ciliary muscle and 
its tendons, thereby allowing the intra-ocular pres- 
sure to be exerted directly on the sclera when it be- 
comes perceptible to touch. Troncoso considered 
that the increase in albumin content of the aqueous 
was the result of an essential lesion of the vascular 
walls similar to those found in interstitial nephritis. 
Impregnation of the vitreous by the increased al- 
bumin content would cause increased pressure in 
this chamber forcing the iris forward and obstructing 
Schlemm’s canal. Abadie believes glaucoma fre- 
quently caused by irritation of the circular nerve 
plexus covering the ciliary zone, that section there- 
of and not filtration is responsible for the antiglau- 
comatous action of iridectomy. 
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Stock, from a series of 100 normal eyes, concluded 
the normal tension to be 12 to 27; Schweinitz puts 
the towcr limit at 20. The question is raised, “If the 
tension is below 20 can we make a positive diagnosis 
of glaucoma?” The author believes that it can when 
we have cupped nerve head, gradual or complete loss 
of field in the nasal quadrant, reduced visual acuity, 
sluggish pupil, and shallow anterior chamber even 
without increase of tension above normal. 

In reference to treatment Cross evidently favors 
medicinal (myotic) and general constitutional treat- 
ment in the simple chronic form, operating only in 
the acute cases or those not responding to eserine. 
The results of the newer operations are not discussed 
as it is yet too early to judge of their ultimate results. 

B. Power. 


EAR 


Goldbach, L. J.: Squamous Epithelioma of the 
Middle Ear and Mastoid. Laryngoscope, 1914, 
Xxiv, 128. By Surg., Gynec. & Obst. 

The author reports a case of a woman who com- 
plained of a very painful polypoid growth in the ear 
canal with offensive purulent discharge, dizziness, 
and a sinus leading from the tip of the mastoid to 
the auditory canal. He removed a fibro-angioma 
from the canal and performed a radical mastoid 
operation from which the patient made an unevent 
ful recovery, though a slight oozing continued from 
the canal. Five months later the patient returned 
with a growth in the canal and in the mastoid scar 
which was tender and bled freely. The growth con- 
tinued to increase in size for six months although 
cauterized frequently with silver nitrate stick 
alternating with the electric cautery. 

All the growth was then removed from the middle 
ear, antrum, neck, and side of the face and the sur- 
rounding area of the mastoid cauterized. ‘The wound 
healed slowly and the deeper glands in the neck 
became enlarged and the whole side of the face was 
red, oedematous, and painful. The pathological re 
port was squamous carcinoma. 

ELLEN J. PATTERSON. 

Tomlin, W. S.: Mastoiditis: a Complication and 
an Entity. Juters!. M.J.. 1914. xxi. 145. 

By Surg., Gynec. & Obst. 

The writer calls attention to the fact that, physi- 
ologically speaking, the mastoid cavity being a part 
of the middle ear is probably involved in all cases 
of acute suppurative otitis media, and from anatom- 
ical reasons it is rarely if ever primarily involved 
except from traumatism. 

The causes of mastoiditis are mainly those of 
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otitis media and are enumerated somewhat in detail, 
and the fact referred to that beginning mastoiditis 
is an inflammation of the mucous membrane lining 
the mastoid antrum and cells, and is usually an acute 
process. Development of osteitis causes breaking 
down of the cell walls and the formation of cavities 
or even one large cavity in the mastoid. 

He describes the symptoms of acute mastoiditis 
which are well known and says that an acute sup- 
purative mastoiditis that runs a very brief course 
of three or four or ten days, apparently recovering, 
indicates a streptococcus mucosus infection; and 
three or four to six weeks later a fulminating type 
of mastoiditis may develop. 

He lays stress on one particular point in examin- 
ing acute and subacute cases, viz., that as the inner- 
most portion of the external auditory canal at its 
posterosuperior quadrant forms a part of the 
antral wall and if inspection shows a bulging over 
this area, delay in operating is at best a waste of 
time, as an operation is indicated and postponement 
only jeopardizes the patient’s hearing or even life. 
This he considers the most important indication for 
an early operation, with the exception of symptoms 
of a grave nature indicating intracranial involve- 
ment. 

As a means of diagnosis, transillumination is 
recommended by the writer, but he admits its 
unreliability and perhaps does not give sufiicient 
importance to the skiagraph which is a very useful 
aid to diagnosis. Bacterwmia and the blood count, 
advocated by McKernon and Sondern as an impor- 
tant aid, and the coagulability of the blood on which 
Urbantschitsch lays some stress, are also considered 
as a means of differential diagnosis. 

The prognosis of mastoiditis he considers depends 
on so many factors that even to name them would 
occupy too much space. While there is free drainage 
with no complications, as is generally conceded, 
there is no danger to life, but this applies to the 
time being only, for at any time this free exit of the 
discharge may become obstructed and _ serious 
symptoms supervene. He refers to the fact that a 


large percentage of acute mastoiditis may recover 
with suitable or even inefficient treatment, but in 
chronic mastoiditis the percentage is much smaller, 
which would seem quite obvious. 


The outlook for 
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the young he considers not so good, but after the 
age of forty it is much better. 


The treatment of mastoiditis is divided into 
prophylactic, conservative or ameliorative, and 


operative, the prime object being conservation of 
hearing. As prophylactic methods he recommends 
the removal of the usual predisposing causes, free 
and prompt incision of the drum-membrane in acute 
otitis media, thus establishing free drainage. Suit- 
able treatment in every case of discharging ear 
should be recommended. In ameliorative treat- 
ment, asepsis he regards as the sine qua non; he is 
of the opinion that irrigations with the mildest 
antiseptics may be used rarely, but thinks it is a 
method not much to be recommended, and prefers 
alcohol] or benzine as a better means of cleaning the 
ear, and dressing with a strip of gauze best meets all 
requirements. Powders, he says, are practically no 
more used as they do not penetrate the crevices 
and are apt to cake and thus interfere with drainage. 

As the best treatment short of operation he 
recommends the use of silver nitrate or copper 
sulphate or the cautious use of the curette or snare 
to destroy granulations, followed by alcohol in- 
stillations. In acute cases the usual treatment is 
adopted. 

The author believes subacute cases are some- 
times modified by the use of Crede’s ointment, or 
mercurial emplastra, and mention is made of the 
leucodescent lamp having some advocates. He 
is of the opinion that operation on the mastoid 
should be performed more frequently at an early 
date, and the danger to life and hearing by postpone- 
ment is emphasized. W. H. Jameson. 


The Use of Vaccines after the 
Ann, Otol., Rhinol. & Laryn- 
By Surg., Gynec. & Obst. 
The author reports the favorable results obtained 
in five out of six cases treated with vaccines, au- 
togenous or stock, for bacterial infections complicating 
mastoidectomy. He reports cases presenting com- 
plications of infiltration of the cervicai glands; 
elevated temperature of obscure cause; delayed 
granulation of wound; pain in limbs and_ back: 
post-operative pneumonia, and infection of the 
labyrinth. ELLEN J. Patterson. 


Braislin, W. C.: 
Mastoid Operation. 
gol., 1914, XXii, 1085. 


SURGERY OF THE NOSE, THROAT, AND MOUTH 


NOSE 


Oppenheimer, S.: The Surgical Anatomy, Diagno- 
sis, and Treatment of the Inflammatory Affec- 
tions of the Nasal Accessory Sinuses in Children. 
Med. Rec., 1914, Ixxxv, 328. 

By Surg., Gynec. & Obst. 

It is the author’s opinion that sinusitis, both acute 
and subacute, is more common in the child than is 
generally conceded, and this statement applies not 
only to the adolescent but also to the small child 
and infant. 

Sinusitis in the child is practically never of pri- 
mary origin, but the close relation of these tissues 
with the nasal mucosa is such that when the latter is 
inflamed the former must invariably be simultane- 
ously involved, thus explaining the frequency of 
sinusitis during the infectious diseases of childhood. 
In diagnosis, the author attaches great weight to 
the intranasal findings, the presence of headache or 
localized pain, transillumination, and previous to 
the tenth year he regards the stereoscopic radio- 
graph as the most valuable single diagnostic me- 
dium. 

The author advocates conservative treatment 
based upon the restoration of the drainage system 
with as little destruction of tissue as possible. 

ELLEN J. PATTERSON. 


Beck, J. C.: Histologic Pathology of the Accessory 
Sinuses. Ann. Olol., Rhinol., & Laryngol., 1913, 
xxii, 913. By Surg., Gynec. & Obst. 

From his findings in the study of the minute 
pathology in 140 cases operated upon for chronic 
sinusitis, suppurative and nonsuppurative, in which 
the symptoms of asthma were prominent, the author 
bases the following conclusions: 

1. That the pathological changes found in the 
middle turbinates and ethmoid in asthma cases and 
nonsuppurative sinusitis show rarefaction of the 
bone resembling that found early in osteomalacia, 
acromegalia, and otosclerosis, and is suggestive of a 
possible etiological factor in some disturbances of 
the polyglandular system. 

2. In nonsuppurative sinusitis the conspicuous 
absence of inflammatory elements and the presence 
of myxomatous degeneration at the expense of loss 
of glandular structures is very apparent. 

3. In suppurative sinusitis the great prevalence 
of round-cell infiltration with tendencies to necrosis 
and granulation formations is characteristic. 

4. The lining of the larger sinuses in protracted 
suppurative types is so changed as to preclude resolu- 
tion and the sinuses cannot be obliterated unless the 
entire epithelial lining is destroyed. 


5. The pathological characteristics of both sup- 
purative and non-suppurative forms of sinusitis are 
frequently met with in the same case. 

6. The similarity in the changes of atrophic 
rhinitis in the early stages and of non-suppurative 
sinusitis, especially in the bone, would suggest a 
similar etiological factor in the disturbance of the 
glands of internal secretion. ELLEN J. PATTERSON. 


Rau, E.: Diseases and Pathology of Nasal Accessory 
Sinuses. Ky. M.J., 1914, xii, 100. 
By Surg., Gynec. & Obst. 

It has been claimed that of the bacteria most often 
found as a causative factor of sinus disease, the 
influenza bacillus holds first rank, the pneumococcus 
next, staphylococcus pyogenes aureus and albus, 
and the streptococcus pyogenes — but whether they 
enter directly through the nasal passages or are 
carried by way of the blood-stream has not been 
fully determined. 

The pathological changes that take place in these 
infections and inflammations of the sinuses depend 
upon the virulence of the infection, the length of 
time that the disease has been present, the amount 
of resistance the sinus has to inflammation, and the 
condition of the drainage system. 

ELLEN J. PATTERSON. 


Dabney, S.G.: Symptoms and Diagnosis of Diseases 
of the Nasal Accessory Sinuses. Ay. \/.J., 1914, 
xii, 102. By Surg., Gynec. & Obst. 
The author cites the cardinal symptoms, sub- 
jective, objective, and external, of catarrhal and 
purulent inflammations of the sinuses and considers 
the differential diagnosis can be satisfactorily made 
by local examination of the nose, teeth, and eyes, 
together with transillumination and radiography. 
He mentions the perception by the patient of a 
disagreeable smell present in the nose as an impor- 
tant indication of pus ina sinus, generally in the 
maxillary. ELLEN J. Patterson. 


Stucky, J. A., and W. S.: Treatment of Diseases of 
the Nasal Accessory Sinuses, Surgically and 
Otherwise. Ky. M.J., 1914, xii, 105. : 

By Surg., Gynec. & Obst. 

The important point in the treatment of all cases 
of sinusitis is to create and maintain unobstructed 
drainage of all sinuses and to institute general 
eliminative treatment. 

In those cases requiring intranasal operation, the 
author uses local anesthesia and after operation 
applies a dropperful of argyrol (25 per cent) and no 
packing, but a flexible perforated splint (Kyle’s). 
The author thinks few cases require extranasal 
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operation if properly cared for, but all treatment 
both operative and _ post-operative should be 
strictly aseptic and antiseptic, and especial attention 
should be given to the internal secretions and excre- 
tions. ELLEN J. PATTERSON. 


The Initial Incision in the Sub- 
J. Ophth., Otol. & Laryngol., 
By Surg., Gynec. & Obst. 
The author considers the initial incision of para- 
mount importance in the success of the submucous 
operation. He advocates a straight cut, beginning 
high and posterior to the junction of the columnar 
and triangular cartilages and inclined forward as 
it reaches the floor of the nose. 
ELLEN J. PATTERSON. 


MacFarlan, D.: 
mucous Operation. 
1914, xx, 83. 


MacKenzie, G. W.: Complications that May 
Arise During or After the Submucous Opera- 
tion for the Correction of Septal Deviations. 
Ann. Otol., Rhinol. & Laryngol., 1914, xxii, 1020. 

By Surg., Gynec. & Obst. 
Complications which may arise during operation 
are cocaine and adrenalin poisoning; air embolism, 
when infiltration anesthesia is used; laceration of the 
mucous membrane, from faulty initial incision; per- 
foration of the mucous membrane from rapid, care- 
less work; retention of bone fragments; fracture of 
the bony septum; and faulty packing after operation. 
In order to avoid infection, the author operates 
under strictly aseptic conditions (never performing 
turbinotomy at the same sitting) and avoids operat- 
ing in the presence of any acute inflammation of 
the nose or throat. 
Other complications which may follow operation 
are hematoma, erysipelas, acute sinusitis, and 
external deformity. ELLEN J. PATTERSON. 


Carter, W. W.: Operations for the Correction of 
Deformities of the Nose. Jed. Rec., 10914, 
Ixxxv,.237. By Surg., Gynec. & Obst. 

The author has devised his bridge-splint operation 
to correct nasal deformities where there is no loss of 
tissue, while in those cases where there has been 
more or less destruction of the bony and cartila- 
ginous framework of the nose he uses bone trans- 
plantation. The bridge-splint consists of two small 
intranasal splints perforated with several small 
holes and a lightly constructed steel bridge, the 
two wings of which are padded on the edge with rub- 
ber, hinged together in the middle, and their play 
controlled by a thumbscrew. After the correction 
of the deformity, the intranasal splints with silk- 
sutures knotted in their holes are introduced and 
the sutures carried through the roof of the nose; the 
bridge-splint is then applied and adjusted and the 
sutures tied over the hinge to secure sufficient ten- 
sion to pull the nose into proper position and thus 
correct intranasal as well as external deformity. 

In those cases where there is a deficiency of the 
bony framework, the author considers that bone 
transplantation under strict asepsis in every detail 
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is indicated. He makes a curvilinear incision, con- 
vexity downward, between the eyebrows to the 
periosteum over the frontal bone, and elevating 
this flap he makes a transverse incision through the 
periosteum and into the bone in order to favor 
osteogenesis at this point. After elevating the 
periosteum for three-eighths of an inch, he elevates 
the skin and subcutaneous tissue over the dorsum 
of the nose, and, without removing the blood from 
the nasal wound, introduces two inches of the ninth 
rib with periosteum preserved on the outer surface 
and the upper end inserted under the periosteum 
flap and closes the wound with horse-hair sutures. 
ELLEN J. PATTERSON. 


THROAT 


Dabney, V.: Immediate and Remote Sequelz of 
Radical Removal of the Faucial Tonsil; Obser- 
vation of Two Hundred Cases. Ann. Otol., 
Rhinol. & Laryngol., 1913, xxii, 1057. 

By Surg., Gynec. & Obst. 
Among the sequel following tonsillectomy the 
author classes primary and secondary hemorrhage 
as most important, then hyperpyrexia, infarct of 
the lung, sepsis, emphysema, pneumonia, pleurisy, 
rheumatism, nervous phenomena, and injury to the 
pillars and adnexa. In order to avoid these he thinks 
the operation should be performed in a hospital 
under rigid asepsis, by one experienced in its per- 
formance, with the anesthetic administered by an 
expert and the convalescence zealously followed. 
ELLEN J. PATTERSON. 


Roberts, W. H.: Tonsillectomy in the Upright 
Position under Ether. Laryngoscope, 1914, xxiv, 
132. By Surg., Gynec. & Obst. 


The advantages in operating in the upright posi- 
tion are good illumination and accessibility of the 
parts to be operated on; freedom with which the 
assistant can sponge; control of hemorrhage and 
prevention of entrance of blood into the larynx; thor- 
oughness with which the operative field can be 
examined for tonsil remnants and ease of control of 
patient’s head by the anesthetist. 

The technique of the author’s method of operating 
is as follows: After the patient is anesthetized in 
the prone position, he is placed in a chair in front of 
the operator, who is seated; the anesthetist stands 
behind the patient to control the head and continue 
the administration of ether through a tube intro- 
duced into the right nostril. The operator makes his 
initial incision with a small bladed knife, continues 
the dissection with a blunt pointed Tyding’s knife 
and the finger and finishes the enucleation with the 
Tyding snare. ELLen J. PATTERSON. 


Johnston, R. H.: Straight Direct Laryngoscopy, 
Bronchoscopy, and (£sophagoscopy. Am. J. 


Surg., 1914, Xxviii, 57. By Surg., Gynec. & Obst. 


The essentials of a successful bronchoscopist are 
a thorough knowledge of the anatomy of the parts, 
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a steady hand, extraordinary skill in handling 
instruments, and patience and perseverance to 
carry him through hours of hard work and disap- 
pointment. 

The author considers it a mistake to economize 
on instruments and personally prefers those devised 
by Jackson of this country to those of Killian and 
Brunings of Europe. 

The use of general anesthesia is more prevalent 
in Europe than in this country, as American opera- 
tors are gradually getting away from general 
anesthetics, believing that they greatly increase 
the danger of tube work. In endoscopical examina- 
tion of children under four years of age, the author 
uses no anawsthesia, but in children over eight years 
of age he uses ether anesthesia for bronchoscopy 
and deep cesophagoscopy, and for local anesthesia 
in adults he considers alypin and novocaine less 
toxic than cocaine. ELLEN J. PATTERSON. 


MOUTH 


Blakeway, H.: The Treatment of Harelip and Cleft 
Palate. Practitioner, Lond., 1914, xcii, 219. 
By Surg., Gynec. & Obst. 

This paper was presented with a view of facilitat- 
ing discussion as to the kind of operation which will 
produce the best results, both cosmetic and functional, 
especially as regards the voice. 

The author briefly reviews the history, naming 
Le Monnier as the first to operate in 1764. In 1816 
Von Graefe sutured and cured a cleft of the soft 
palate. In 1819 Roux reported what was supposed 
to be the first staphylorrhaphy. An important ad- 
vance was made in 1845 when Fergusson advocated 
the division of those palatal muscles which by their 
contraction might separate the edges of the cleft, and 
by the year 1864 had operated upon 134 cases, 
obtaining union in 129 of them; he operated at or 
aiter puberty and never used chloroform. 

In 1859 Weber of Bonn advocated a method close- 
ly allied to the Brophy method and two years later 
Reeves tried much the same process by slower means, 
using a padded horseshoe-shaped clamp. These 
suggestions were lost sight of for many years until 
they were revived and improved upon by Brophy. 

To Langenbeck belongs the credit of being the 
first to deliberately plan the stripping up of a muco- 
periosteal flap and closing the cleft, his age of choice 
for operation being 12 to 15 years. 

The great advance was made by Thomas Smith, 
who in 1868 advocated operating upon small children 
before they had learned to speak, using chloroform 
as an anesthetic. The advantage of operating upon 
the harelip in a double case is that when the lip is 
closed the cleft will also close to a very considerable 
extent. The author’s criticism of Lane’s operations 


is that there is too much scar tissue formed which 
renders the soft palate less pliable; from the series 
studied the mortality was found to be 14.3 per cent. 

In cases operated upon by the Langenbeck method 
the mortality was practically nil, the prospects of clos- 
ure are good even though requiring two or three oper- 
ations, and while the functional results are at times 
perfect, as a rule there is much to be desired. The 
author does not agree with Brophy from an embryo- 
logical standpoint. 

As to the prospect of closure of the bony palate 
the author has not seen cases in which more than the 
alveolar arch has closed. As to speech development, 
he has not seen patients who have learned to speak, 
subsequent to the operation, and says, ‘* He, Brophy, 
makes no appeal to a series of cases to prove his 
statement that the patients learn to speak normally.” 

The author concludes that the Langenbeck opera- 
tion is the operation of choice, offering the best re- 
sults, both anatomically and functionally. If asso- 
ciated with harelip the lip should be done first at the 
age of 2 or 3 months and the cleft at about the end 
of the second year. H. A. Ports. 


Dean, L. W.: Report of a Case of Compound 
Follicular Odontoma of the Superior Maxilla. 

Ann. Otol., Rhinol. & Laryngol., 1913, xxii, 1077. 
By Surg., Gynec. & Obst. 

The patient,a young woman aged 20 years, sought 
relief from pain in the upper third molar. ‘The 
removal of the pulp and filling of the root canals 
did not relieve her and the tooth was extracted. 
Two weeks later a seropurulent discharge appeared 
from the socket and a number of rudimentary teeth 
were discharged through this opening. Examina- 
tion showed a sinus leading upward from the socket 
of the upper right third molar, which led into a 
large cavity. \ diagnosis of odontoma was made. 

An opening was made into the maxilla above the 
gingival border and a cavity, extending forward, 
over and external to the first and second molars and 
inward to the median suture, was exposed. The 
cavity contained a number of rudimentary teeth 
and irregular pieces of bone, thirty-five in all. ‘The 
antrum was opened and found normal. ‘The cavity 
was drained through the antrum and nose. ‘The 
external wound was closed, but reopened, and was 
finally closed at a second operation. 

In closing cavities in the maxilla which com- 
municate with the mouth, the author removes 
enough of the alveolar process to insure a good 
apposition of periosteum covering the external and 
internal surfaces of the process. ‘These flaps are then 
brought together by means of silkworm gut which is 
passed over strips of very narrow rubber tubing. 
The suture holds the splints, one on the lingual, 
the other on the buccal, in place. H. A. Ports. 
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THE LONDON SESSION OF 
A LETTER FROM 


AM pleased to report that the plans for the 
organization of the London session of the 
Clinical Congress of Surgeons are now quite 
complete. In company with Mr. A. D. Ballou, 
the General Manager of the Congress, I arrived 
in London on January roth, and on Friday 
evening of that week met with the representa- 
tives of the London hospitals. Sir Rickman J. 
Godlee was asked to take the chair and I was 
given an opportunity of explaining in detail 
the methods employed in conducting previous 
sessions of the Congress. After a general dis- 
cussion of the plans it was moved by Mr. Mc- 
Adam Eccles, the representative of St. Barthol- 
omew’s Hospital, that the organization of the 
London Committee on Arrangements be com- 
pleted by the election of an Executive Com- 
mittee, which should have for its object co- 
operation with the Executive Committee of the 
Congress. Included in the motion were the 
nominations of Sir Rickman J. Godlee as Hon- 
orary Chairman, and Mr. Herbert J. Paterson 
and Mr. Herbert S. Pendlebury as Honorary 
Secretaries. Mr. Eccles’ motion was carried 
unanimously, and Sir Rickman, together with 
Mr. Paterson and Mr. Pendlebury, expressed 
their pleasure in accepting the appointments. 
The representatives of the several hospitals 
then agreed to carefully canvass with their col- 
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leagues the situation in their own hospitals, and 
to prepare for early publication a preliminary 
tentative program of clinics and demonstra- 
tions, which is to be amplified and revised from 
time to time as the work progresses. 

In the week following [ had the pleasure of 
meeting Sir St. Clair Thomson, representing 
the surgeons specializing in larnygology, Mr. 
Arthur H. Cheatle, representing those special- 
izing in otology, and Mr. W. H. H. Jessop, 
representing those specializing in ophthalmology, 
who will undertake the organization of these 
special branches for clinical demonstrations 
during the Congress. 

Headquarters for the Congress will be at the 
Cecil and Savoy hotels, the main headquarters 
being at the former hotel, where will be located 
the registration room, the bulletin room for 
the clinics in General Surgery in the Victoria 
room, and the Grand Hall for the evening ses- 
sions in General Surgery, these rooms occupying 
the whole of the ground floor and opening off 
the Embankment. The bulletin room for clinics 
in Eye, Ear, Nose, Throat and Mouth Surgery, 
and the place for holding the evening sessions 
for the same section will be the Ballroom of 
the Savoy. 

The general manager of the Congress, Mr. 
Ballou, is making a careful survey of the clinical 
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theatres in the London hospitals. It is intended 
that previous to the meeting a careful estimate 
of the accommodations for visitors shall have 
been made and a system of special tickets will 
be provided, whereby all members of the Congress 
will be assured of being able to witness the opera- 
tions in the several hospitals without crowding, 
thus relieving the visiting surgeons of any un- 
certainty with regard to the accommodations. 
Even at this date it is quite apparent that the 
capacity of the numerous operating rooms is 
sufficient to provide for a very large number of 
visiting surgeons. 

The Royal Society of Medicine has generously 
placed at our disposal a large room in its new 
building at 1 Wimpole Street, W., for use as 
temporary executive offices. 

In addition to the Cecil and Savoy, there are 


a large number of hotels centrally located which 
have agreed to make advance reservations for 
members of the Congress. These hotels in- 
clude among others, the Carlton, Metropole, 
Grand, Victoria, Grosvenor, Imperial, Russell, 
Waldorf, Ritz, Piccadilly, Great Central. While 
there will be no difficulty in securing hotel ac- 
commodations somewhere in London during 
the week of the Congress, I should advise that 
members make their reservations very early, 
especially those who wish to reside in one of the 
headquarters hotels. 


THE LONDON COMMITTEE 


This committee is composed of a representative 
from each of the hospitals that have co-operated 
in extending an invitation to the Congress. Its 
members are as follows: 


THE LONDON COMMITTEE 


Honorary Chairman: Sir Rickman J. GODLEE 
Honorary Secretaries: Mr. HERBERT J. PATERSON, Mr. HFRBERT S. PENDLEBURY 


St. Bartholomew’s — Mr. McApam Ecctes. 
St. Thomas’s — Mr. CUTHBERT WALLACE. 
Westminster — Mr. WALTER SPENCER. 
Guy’s — Mr. C. H. FAcce. 

St. George’s — Mr. H. S. PENDLEBURY. 
London — Mr. J. SHERREN. 

Middlesex — Mr. T. H. KEerwock. 
University — Mr. R. JOHNSON. 

St. Mary’s — Mr. W. H. CLAyTon GREENE. 
King’s College — Mr. F. F. BuRGHARD. 
Charing Cross — Mr. H. S. CLoce. 

Royal Free — Mr. JAMES BERRY. 


Metropolitan — Mr. MAYNARD HEATH. 

Cancer — Mr. C. RYALL. 

Hospital for Sick Children — Mr. G. E. Waucu. 

West London — Mr. TYRRELL GRay. 

National — Mr. Percy SARGENT. 

St. Peter’s — Mr. J. THoMSON WALKER. 

Prince of Wales’ — Mr. H. W. Carson. 

Hampstead — Mr. J. JACKSON CLARKE. 

St. Marks — Mr. P. LockHartT MUMMERY. 

New Hospital for Women — Miss ALDRICH 
BLAKE. 
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National Hospital 


Surgeons: Sir V. Horsley, Mr. Donald Armour, 
Mr. P. Sargent. 


St. Peter’s Hospital 


Surgeons: Mr. S. F. Edwards, Mr. P. J. Freyer, 
Mr. J. G. Pardoe, Mr. J. W. Thomson Walker, 
Mr. J. S. Joly. 


Prince of Wales’ Hospital 


Surgeons: Mr. H. W. Carson, Mr. E. Gillespie, 
Mr. J. Howell Evans. 

Gynecologist: Dr. A. E. Giles. 

Throat & Ear Surgeon: Mr. H. D. Gillies. 

Ophthalmic Surgeon: Mr. R. P. Brooks. 


Hampstead Hospital 


Surgeons: Mr. J. Jackson Clarke, Mr. J. W. 
Thomson Walker, Mr. S. A. Boyd, Mr. Chas. 
Woodward. 

Gynecologist: Dr. B. Glendenning. 

Ophthalmic Surgeons: Sir W. J. Collins, Mr. M. 
L. Hepburn. 

Throat & Ear Surgeon: Mr. H. Barwell. 


St. Mark’s Hospital 


Surgeons: Mr. F. S. Edwards, Mr. P. Lockhart 
Mummery, Mr. A. Baldwin, Mr. C. G. Watson, 
Mr. G. Anderson, Mr. L. E. C. Norbury. 


New Hospital for Women 


Surgeons: Miss Aldrich Blake, Miss Chadburn, 
Miss Garrett Anderson, Miss Bolton. 
Ophthalmic Surgeon: Miss Sheppard. 


LARGE ATTENDANCE PROMISED FOR THE LONDON CONGRESS 


When this was written, some days before going 
to press, about a thousand men had expressed 
an intention of making the trip to London to 
attend the fifth session of the Clinical Congress 
of Surgeons of North America. The middle of 
June and the early part of July appear, from the 
cards so far received, to be the popular sailing 
dates. 

The busy man who wants to leave this country 
as late as possible, and still arrive in London in 
time for the Congress, may delay his start from 
New York until after July 15th. 

Possibly some can spare time only for the trip 
over and back. Arrangements are under way 


that seem to insure a reduced rate on the passage 
(to Europe) after July 15th, for men who register 
at the Congress. It is a matter of regret that to 
date the prospect of reduction in rates to the 
wives of physicians is not certain. If the reduc- 
tion is extended to include them as well, those who 
register for passage beforehand will be given the 
benefit of the lower rate. 

Most of the men who are going to the Congress, 
are counting on enjoying also at least a month 
or two of European travel; some intend to be gone 
several months. Many will be accompanied by 
their wives and families; about two-thirds of the 
replies received, contain this information. 
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EARLY RESERVATIONS ADVISED 

It will be of interest to some who have not yet 
laid their plans, and who may be in doubt as to 
the exact route they wish to follow, to know that 
Tours A and D, as outlined by the Transporta- 
tion Bureau of the Congress, are eliciting the 
most interest, and are evidently the ones that 
will be most widely used. These are both in 
advance of the Congress. A number of bookings 
have already been made, and as they are con- 
tinuing to come in right along, it will be well, 
just as soon as your plans are at all definite, for 
you to let us or Mr. J. P. McCann, Transporta- 
tion Manager, know your needs at once. This 
will assure you the best accommodations. 

The two tours mentioned above are outlined 
in a booklet which will be sent on request, either 
from the office of the secretary of the Clinical 
Congress, or from that of the transportation 
manager, Mr. J. P. McCann, Marbridge Bldg., 
New York City. Other tours of interest are also 
outlined and perhaps no one should settle on 
either of the above without going over the entire 
list. 

ROUTES OF ‘POPULAR TOURS 

Tour A is from New York, June 13, and 
includes stops of several days in Paris, Vienna, 
and Berlin, where leading clinicians are to enter- 
tain the visiting Americans. In these three 
centers there will be some very interesting work 
to be seen. Shorter stops for clinics will be made 
also at Munich, Leipzig, Jena, Frankfurt a. M., 
Heidelberg, and Amsterdam. Furnishing a bit 
of relaxation from the study of clinics and giving 
variety to the tour, is a visit of four days in 
Switzerland, including the ride through Lake 
Constance and the journey down the Rhine, 
with stops at some of its important cities. There 
is much of interest at every point along the way 
besides the clinics; and those who accompany the 
surgeons will find many enjoyable trips provided 
to occupy their time. 

Tour D leaves New York, July 2, via the 


“Baltic,” for Queenstown, and furnishes a most 
interesting sight-seeing trip through the _pic- 
turesque countries of Ireland and Scotland. 
The lakes and mountains of both countries and 
the most important cities, are included; part of 
the travel by motor, part by coach; mostly, of 
course, by rail. The tour is planned so those 
taking it will reach London in time for the 
Congress. This trip may be extended, by those 
whe wish to do so, after the Congress, to cover 
much the same route as Tour A. 

One large party of special interest already has 
plans well on foot for a special tour, following 
largely the route of Tour A, with particular 
attention to clinics. This party, composed of 
southern surgeons is under the auspices of the 
Georgia Surgeon’s Club, Dr. R. M. Harbin, 
Secretary, Rome, Georgia. 


BUREAU SERVICE OPEN tO ALL 

Those who choose to travel independently will 
find the Transportation Bureau of the Congress 
in position to give valuable advice or assistance 
and to secure reservations or accommodations at 
hotels in London, as well as transportation that 
might not be available through regular channels. 

There are decided advantages to the tours 
outlined by the Transportation Department. 
They will draw together groups with a common 
interest, making a delightful traveling party; a 
party of surgeons will be given consideration by 
the Continental hospitals that men traveling alone 
could scarcely hope for. One is free for the full 
enjoyment of his time, because he can pass over 
to experienced directors the annoying details of 
travel. With every responsibility in reliable 
hands, the party may be certain of accommoda- 
tions, and the travel by parties assures a saving 
both of money and trouble. 

Arrangements are being made and programs 
prepared for discussions of live surgical topics 
each day, to to 12 A. M., aboard ships on which 
the larger parties sail. 


MEMBERSHIP IN THE CONGRESS 

Any physician or surgeon in North America 
in good standing may become a member of the 
Clinical Congress by registering at any annual 
meeting and paying the registration fee. Auto- 
matically the subscribers to SURGERY, GYNECOL- 
OGY AND OssTEtRIcs, the official journal of the 
Congress, will receive invitations without request. 
Other members of the profession who desire to 


attend will receive formal invitations upon 
request to the General Secretary. 


REGISTRATION FEE 
A registration fee is required of each surgeon 
upon registration, at which time «a membership 
card will be issued. 
Unlike conditions prevailing in most medical 
societies, where annual dues are paid by cach 
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member without regard to his attendance at any 
meeting of the society, the payment of a registra- 
tion fee is required of a member of the Congress, 
only when he is in attendance at an annual 
session. 

The purpose of this fee is to provide funds to 
meet the expenses of preparing for and conduct- 
ing the annual meeting, in order that no financial 
burden may be imposed upon the members of the 
profession in the city entertaining the Congress. 
Judging from past experience, the amount 
received from such fees will be barely sufficient 
for the purpose, so that payment of the fee is 
expected of all who register. 


MEMBERSHIP CARDS 

It will be absolutely necessary for each surgeon 
who desires to attend the clinics and evening 
sessions Lo register at headquarters and secure a 
membership card. Admission to all clinics and 
evening sessions will be strictly limited to mem- 
bers of the Congress upon presentation of such 
membership cards. 


RESERVED TICKETS 
Reserved tickets for all clinics and demon- 
strations, properly numbered and _ couponed, 
corresponding to the capacity of each operating 


room, will be issued to members of the Congress 
in order of application. Provision will be made 
by which these tickets may be arranged for in 
advance, based, of course, on the tentative 
program. In the contingency of the popularity 
of certain clinics resulting in an unusual demand 
for tickets thereto, the tickets will be distributed 
in order of application day after day until all 
applications have been satisfied. 


EVENING MEETINGS 

There will be seven evening meetings furnish- 
ing scientific literary programs. On Monday 
evening there will be the brief formal opening 
exercises of the Congress, followed by one address 
on a surgical topic by a distinguished surgeon, 
the program being concluded by the presidential 
address of Dr. John B. Murphy. On Tuesday 
evening, there will be two programs, one dealing 
with general surgical topics, the other with the 
specialties, each with two or more addresses with 
a discussion of each address by a London surgeon. 
Two similar meetings will be held on Wednesday 
and Friday evenings. 

The Grand Hall of the Cecil will be utilized 
for evening sessions in General Surgery, and the 
Ballroom of the Savoy for evening sessions devoted 
to Surgery of the Eye, Ear, Nose and Throat. 
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Clinical Congress of Surgeons 
of North America 


FIFTH ANNUAL SESSION 
LONDON, ENGLAND 
WEEK OF JULY 27, 1914 


THE LONDON COMMITTEE 


- Honorary Chairman: Sir RickMAN J. GODLEE 
Honorary Secretaries: Mr. HERBERT J. PATERSON, Mr. HERBERT S. PENDLEBURY 


DEPARTMENT CHAIRMEN 


Surgery of the Eye—Mr. W. H. H. Jessop 


Surgery of the Ear—Mr. ArtHur H. CHEATLE 


Surgery of the Nose and Throat—Sir St. CLatr THOMSON 


HOSPITAL COMMITTEE 


St. Bartholomew’s — Mr. McApam ECcctLes. 
St. Thomas’s — Mr. CuTHBERT WALLACE. 
Westminster — Mr. WALTER SPENCER. 
Guy’s — Mr. C. H. FaccE. 

St. George’s — Mr. H. S. PENDLEBURY. 
London — Mr. J. SHERREN. 

Middlesex — Mr. T. H. KEttocx. 
University — Mr. R. JoHNSoN. 

St. Mary’s — Mr. W. H. Crayton GREENE. 
King’s College — Mr. F. F. BurGHarp. 
Charing Cross — Mr. H. S. Croce. 

Royal Free — Mr. James BERRY. 


Metropolitan — Mr. MAyNarD HEATH. 

Cancer — Mr. C. RYALL. 

Hospital for Sick Children — Mr. G. E. WAuGH. 

West London — Mr. TyRRELL GRAY. 

National — Mr. Percy SARGENT. 

St. Peter’s — Mr. J. THoMSON WALKER. 

Prince of Wales’ — Mr. H. W. Carson. 

Hampstead — Mr. J. JACKSON CLARKE. 

St. Marks — Mr. P. LockHART MuMMERY. 

New Hospital for Women— Miss ALDRICH 
BLAKE. 
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THE LONDON CLINICAL CONGRESS 


O the surgeons of the Continent of North 
America the Clinical Congress, its pur- 
poses, and its method of conduct are well 

known. To the surgeons of London, the Prov- 
inces, and the Continent, it probably appears as 
just one more medical society to attend. 

For the benefit of those who do not know that 
the Clinical Congress was organized to furnish 
an unfulfilled need in the conduct of medical 
societies and that in its methods of carrying out 
this important innovation it has appealed forcibly 
to the practical surgeons of one Continent, the 
following summary of the methods to be carried 
out in the London Congress is given in detail. 

Instead of the time-worn daily sessions held 
in a hall of suitable capacity at which papers on 
scientific surgical subjects are read and discussed, 
those attending the Congress will be distributed, 
by a system of tickets, to all the principal clinical 
surgical operating rooms of London, where they 
will witness operations performed by foremost 
surgeons of that city. 

The London clinics will be so organized that 
those in attendance will be able to attend op- 
erative clinics and demonstrations continuously 
throughout each day of the week of the Congress 
from 9:00 A.M. until 5:00 P.M. 

All clinics will be bulletined at two centrally 
located hotels, the Hotel Cecil and the Hotel 
Savoy, one day in advance, and tickets for these 


various Clinics will be distributed at stated times, 
mornings and evenings, throughout the week. 

The evenings will be occupied by illustrated 
addresses on surgery by eminent surgeons of 
America, the Continent, and the Provinces, who 
have been selected because of their special fitness 
to discuss some subject in surgery that is par- 
ticularly pertinent to the live surgeon of the day. 
These addresses and their subjects will each be 
further critically discussed by some London 
surgeon, especially selected on account of his 
familiarity with the subject to which he is as- 
signed. These evening sessions will begin at 
8:30 o’clock and close at 10:45. There will be 
but three papers at each evening session and 
three discussions, each limited in time. 

The surgeons who have already accepted assign- 
ments for the evening addresses are as follows: 

Prof. Tuffier, of Paris. 

Mr. Henry Jellett, of Dublin. 

Mr. Robert Jones, of Liverpool. 

Sir William Osler, of Oxford. 

Prof. von Eiselsberg, of Vienna. 

Prof. Krénig, of Freiberg. 

Mr. Williams, of Birmingham. 

Dr. John B. Murphy, of Chicago. 

Dr. E. Wyllys Andrews, of Chicago. 

Dr. G. E. Armstrong, of Montreal. 

Dr. C. H. Mayo, of Rochester. 

Dr. J. F. Percy, Galesburg, Illinois. 
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EVENING ADDRESSES ON THE SPECIALTIES 

There will also be three evening sessions de- 
voted to Laryngology, to Otology, and to Oph- 
thalmology, respectively, at each of which three 
addresses on popular subjects will be delivered 
by Provincial, Continental, and American special- 


ists, each subject to be discussed by a London 
specialist. 
THE HOSPITAL PROGRAM 
We are able at this time, to print but a small 
portion of the programs of hospital clinics. They 
will appear in full in our next issue. 


PRELIMINARY CLINICAL PROGRAM 


ST. BARTHOLOMEW’S HOSPITAL 


Genera! Surgery: 
Str ANTHONY BowLBy — Wednesday, 2.30; Fri- 
day, 1.30. 
Mr. D’Arcy PowER — Monday and Thursday, 


r.30. 

Mr. H. J. Wartnc — Monday and Wednesday, 
1.30. 

Mr. W. McApam Ecctes — Tuesday and Friday, 


1.30. 
Mr. R. Cozens BatLtEy — Tuesday and Thurs- 
day, 1.30. 


Mr. L. BATHE RAWLING — Thursday, 1.30. 
Mr. G. E. Gask — Thursday, 3.30. 
Mr. C. Gorpon Watson — Monday, 3.30. 
Mr. Harotp W. WILson — Monday, 1.30. 
Mr. W. Giriinc BALL — Wednesday, 1.30. 
Gynecology: 
Dr. W. S. A. GrirFitH — Monday, Wednesday 
and Friday, 2. 
Dr. H. Wriiramson — Thursday, 9.30. 
Dr. J. Barris — Tuesday, 9.30. 
Orthopedic Surgery: 
Mr. R. C. ELMSLIE — Monday, 3.30; Tuesday, 
1.30. 
Ophthalmic Surgery: 
Mr. W. H. JEssop — Tuesday, 3. 
Mr. W. Hotmes Spicer — Thursday, 3. 
Throat Surgery: 
Mr. W. D. Harmer — Monday, 3.30; Wednes- 
day and Friday, 1.45. 
Mr. J. A. RosE — Tuesday, 1.45. 
Aural Surgery: 
Mr. C. E. West — Monday, 3.30; Wednesday, 9. 
Mr. Sypney Scott — Thursday, 9. 


ST. THOMAS’ HOSPITAL 


General Surgery: 
Mr. G. H. Maxins — Tuesday, Wednesday and 
Friday, 2 to 5. 
Mr. W. H. BATTLE — Tuesday, Wednesday and 
Friday, 2 to 5. 
Mr. C. A. BALLANCE — Tuesday, Wednesday 
and Friday, 2 to 5. 


Mr. H. B. Rosprnson — Monday, Wednesday, 
and Thursday, 2 to 5: Tuesday, 9 to 12. 

Mr. CuTHBERT WALLACE — Monday and Thurs- 
day, 2 to 5. 

Mr. E. M. Corner — Wednesday, 9 to 12; 
Thursday, 2 to 5. 

Mr. Percy SARGENT — Wednesday, 9g to 12. 

Mr. Cyrit Nitcu — Tuesday, 9 to 12; Friday, 
2 to 5. 

Mr. J. E. ApaMs — Monday and Thursday, 9 to 


12. 
Gynecology: 
Dr. WALTER TATE — Tuesday, 2 to 5; Thursday, 
9 to 12. 
Dr. JoHN FArRBAIRN and Dr. J. P. HEDLEY — 
Days and hours to be announced. 
Ophthalmic Surgery: 
Mr. J. B. LAwFrorpD and Mr. J. H. FIsHER — 
Days and hours to be announced. 
Nose and Throat Surgery: 
Mr. W. G. Howartu — Monday and Thursday, 
9 to 12. 
Aural Surgery: 
Mr. H. J. MARRIAGE — Wednesday, 9 to 12; 
Thursday, 2 to 5. 
Demonstrations: 
Demonstration of Prostatic Specimens, 
CUTHBERT WALLACE, Thursday, 4. 
X-Ray and Electro-Therapeutics, Dr. A. D. REID, 
Dr. W. R. Bristow and Dr. CLAUDE GOULDES- 
BROUGH, Monday, Tuesday and Wednesday, 
g to 12. 
Physical Exercises, Mr. R. T. TIMBERG, Tuesday, 
9 to 12. 
Pathological Laboratory, Mr. S. G. SHATTOCK, 
Wednesday, 9 to 12. 


Mr. 


WESTMINSTER HOSPITAL 


General Surgery: 
Mr. C. StonHAM — Wednesday, 2. 
Mr. W. G. SPENCER — Tuesday, 2. 
Mr. W. TurNER — Thursday, 9. 
Mr. ArtHuR Evans — Friday, 9. 
Mr. E. Rock CarLtinc — Monday, 9. 
Mr. J. M. G. Swainson — Wednesday, 9. 
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Orthopedic Surgery: 
Mr. A. H. Tusspy — Monday, 2. 
Gynecology: 
Dr. G. H. D. Ropinson and Dr. S$. Dopp — 
Friday, 2. 


Ophthalmic Surgery: 
Mr. G. HARTRIDGE and Mr. G. T. B. JAMEs — 
Tuesday, o. 
Throat and Ear Surgery: 
Mr. P. R. W. DE Santi — Thursday, 2. 


GUY’S HOSPITAL 


General Surgery: 
Str ARBUTHNOT LANE— Monday, Tuesday, 
Thursday and Friday, 2. 
Mr. L. A. Dunn— Monday, Tuesday and 
Friday, 2. 
Mr. F. J. SteEwarp— Monday, Tuesday, 
Thursday and Friday, 2. 
Mr. C. H. Facce — Monday, Tuesday, Thursday 
and Friday, 2. 
Mr. R. P. Rowranps— Monday, Tuesday 
and Friday, 2. 
Mr. P. TurRNER — Monday, 9; Tuesday, Thurs- 
day and Friday, 2. 
Mr. E. C. HuGHEs — Monday, Tuesday, Thurs- 
day and Friday, 2. . 
Mr. R. Davies-CoLttEy — Monday, 9; Thurs- 
day, 2. 
Gynecology: 
Mr. G. B. SmitH — Wednesday and Friday, 9. 
Mr. H. CuappLte — Tuesday and Thursday, 9. 
Orthopedic Surgery: 
Mr. W. H. TrRETHOWAN — Tuesday and Fri- 
day, 2. 
Genito-Urinary Surgery: 
Mr. A. R. THomson — Monday, o. 
Ophthalmic Surgery: 
Mr. H. L. Eason — Monday and Thursday, 2. 
Mr. A. W. Ormond — Tuesday and Friday, 2. 
Throat and Ear Surgery: 
Mr. W. M. Mo tison — Tuesday and Friday, 9. 
Clinical Demonstrations: 
Str ARBUTHNOT LANE and Mr. C. H. Faccr — 
Cases of Intestinal Stasis and Fractures, 
Wednesday, 2. 


ST. GEORGE’S HOSPITAL 


General Surgery: 
Mr. G. R. TurRNER — Tuesday and Thursday, 
1.30 to 4. 
Mr. F. JAFFREY — Tuesday and Friday, 1.30 to 


4. 

Mr. H. S. PENDLEBURY — Monday and Friday, 
1.30 to 4. 

Mr. T. Crisp ENGLISH — Monday and Thursday, 
1.30 to 4. 

Mr. W. FEDDE FEpDEN — Thursday, 9.15 to 11; 
Saturday, 1.30 to 4. 


Mr. Ivor Back — Wednesday and Thursday, 
9.15 to 11; Saturday, 1.30 to 4. 

Mr. C. H. Frankau — Wednesday and Thurs- 
day, 9.15 to 11. 

Gynecology: 

Dr. A. F. Stapp and Dr. G. F. DARWELL SMITH 

— Monday and Friday, 9.15 to 11. 
Ophthalmic Surgery: 

Mr. H. Barr GRIMSDALE and Mr. G. T. BRooks- 
BANK JAMES — Wednesday, 1.30 to 4; Satur- 
day, 9.15 to 11. 

Throat and Ear Surgery: 

Mr. H. S. BARWELL — Tuesday, 9.15, to 11; 

Wednesday, 2.15. 
Demonstrations: 

X-Ray and Electro-Therapeutic Department, 
by Dr. W. S. Fox and Dr. G. A. Stmmons, 
Monday and Friday, 2 to 4. 

Pathological Specimens in the Museum, by Dr. 
R. S. Trevor, Thursday, 2 to 4. 


LONDON HOSPITAL 


General Surgery: 
Str FREDERIC EvE — Monday and Friday, 2. 
Mr. J. Hutcutnson — Wednesday, 2. 
Mr. T. H. OpENsHAw — Thursday, 2. 
Mr. H. M. RicBpy — Tuesday, 2; Friday, o. 
Mr. JAMES SHERREN — Tuesday, 9; Friday, 2. 
Mr. Hucu Lett — Monday, 9; Friday, 2. 
Mr. RussELL Howarp — Thursday, 9. 
Mr. R. WARREN — Tuesday, 2. 
Mr. F. Kipp — Tuesday and Thursday, 2. 
Mr. R. MILNE — Wednesday, 2. 
Mr. A. J. WALTON — Wednesday, 9. 
Gynecology: 
Dr. DRUMMOND MAXWELL — Monday. 2; Thurs- 
day, 9.30. 
Ophthalmic Surgery: 
Mr. A. B. RoxpurcH — Thursday, to. 
Mr. W. T. ListER — Wednesday, 3. 
Aural Surgery: 
Mr. Hunter Top — Thursday, 2.30. 
Demonstrations: 
The X-Ray in Treatment and Diagnosis, by Dr. 
GILBERT SCOTT. 
Cases of Skin Disease of Surgical Interest, by 
Dr. J. H. SEQUEIRA. 


MIDDLESEX HOSPITAL 


General Surgery: 
Str A. PEARCE GouLp and Mr. W.S. HanpLEy — 
Monday and Thursday, 1.30. 
Str JoHn BLanp-SuTTON and Mr. GorpDon 
TAYLOR — Wednesday and Saturday, 1.30. 
Mr. JoHN Murray and Mr. ALFRED JOHNSON — 
Tuesday and Friday, 1.30. 
Mr. T. H. KELtock and Mr. Gorpon TAyLor — 
Tuesday and Friday, 1.30. 
Gynecology: 
Dr. ComyNns BERKELEY and Dr. Victor BONNEY 
— Tuesday and Thursday, 1.30. 
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Ophthalmic Surgery: 
Mr. Arnotp Lawson — Days and hours to be 
announced. 
Ear, Nose and Throat Surgery: 
Mr. SOMERVILLE Hastincs — Wednesday, 1.30; 
Thursday, 9. 


UNIVERSITY COLLEGE HOSPITAL 


General Surgery: 
Mr. A. E. BARKER — Monday, 9; Thursday, 2. 
Mr. Bitton PoLtarD — Monday and Friday, 2. 
. RAYMOND JOHNSON — Tuesday, 9; Wednes- 
ay 2. 
Mr. iemen TROTTER — Tuesday, 2; Friday, 9. 
Mr. Morriston Davies — Thursday and Satur- 
day, 9. 
Gynecology: 
- HERBERT SPENCER — Tuesday and Satur- 
ay, 9. 
Dr. GEORGE BLACKER — Thursday, 2. 
Ophthalmic Surgery: 
Mr. Percy FLEMMING — Wednesday, 9. 
Mr. HERBERT PARSONS — Saturday, 9. 
Ear and Throat Surgery: 
Mr. HERBERT Titty — Monday and Friday, 2. 
Mr. SEccomBE Hetr — Wednesday, 2. 


KING’S COLLEGE HOSPITAL 


General Surgery: 
Str Watson CHEYNE — Monday and Friday, 
2; Wednesday, 9.30. 
Mr. A. CaRLESS — Monday, 9; Wednesday, 2; 
Friday, 9.30. 
Mr. F. F. BURGHARD — Tuesday and Thursday, 
2; Saturday 9.30. 
Mr. G. L. CHEATLE — Tuesday, 9.30; Friday 
and Saturday, 2. 
Mr. T. P. LEGG — Monday, 9; Wednesday, 2; 
Friday, 9.30. 
Mr. A. Epmunps— Monday, Thursday and 
Friday, 2. 
Gynecology: 
Dr. JoHN Puittres — Monday and Thursday, 2. 
Dr. HucH PLAYFAIR — Tuesday and Friday, 2. 
Ophthalmic Surgery: 
Mr. L. V. CARGILL — Monday and Thursday, 2. 
Dr. H. W. Lyte — Monday and Thursday. 
Throat Surgery: 
Sir St. Craik THomson — Tuesday, Thursday 
and Friday, 2. 
Mr. C. V. Hope — Wednesday, 2. 
Aural Surgery: 
Mr. ARTHUR CHEATLE — Monday, Wednesday 
and Thursday, 2. 
Mr. G. J. JENKINS — Monday and Thursday, 2. 
Demonstrations: 
Dr. RoBerT KNox — Radiography, Tuesday 
and Saturday, 2. 
Dr. W. D’Ests Emery — Pathological Labo- 
ratory, Tuesday and Friday, 9. 


Dr. Sik and Mr. F. F. BurcHArpD, with the 
assistance of the architect and consulting 
engineer, will show visitors over the new build- 
ing and explain the plans on Saturday at 2. 


CHARING CROSS HOSPITAL 


General Surgery: 
Mr. STANLEY Boyp — Tuesday and Friday, 2 to 5. 
Mr. H. F. WATERHOUSE — Monday and Thurs- 
day, 2 to 5. 
Mr. CHARLES GipBs — Wednesday, 2 to 5; 
Saturday, 9 to 12. 
Mr. H. S. CLocc — Saturday, 2 to 5s. 
Mr. P. L. DANIELS — Friday, 9 to 12. 
Mr. W. S. FENwick — Thursday, 9 to 12. 
Gynecology: 
Dr. T. W. EpEN and Dr. C. H. Lockyer — 
Tuesday and Friday, 2 to 5. 
Orthopedic Surgery: 
Mr. H. A. T. FArrBANK — Thursday, 9g to 12. 
Nose, Throat and Ear Surgery: 
Mr. E. B. WaccEtt and Mr. E. D. Davis — 
Tuesday and Friday, 9 to 12. 
Ophthalmic Surgery: 
Mr. E. T. Cottins — Wednesday, 9 to 12. 


ROYAL FREE HOSPITAL 


General Surgery: 
Mr. JAMES BERRY — Monday and Wednesday, 
2 to 5. 
Mr. W. 
2 to 5. 
Mr. J. CUNNING — Wednesday, 2 to 5. 
Mr. C. PANNETT — Thursday, 2 to 5. 
Mr. C. A. Jory — Saturday, 2 to 3. 
Gynecology: 
Mrs. VAUGHAN SAWYER — Tuesday, 2 to 5. 
Mrs. WILLEY — Friday, 9 to 12. 
Ophthalmic Surgery: 
Mr. M. L. HEpBuRN — Tuesday, 9 to 12. 
Throat, Nose and Ear Surgery: 
Mr. Gay FRENCH — Monday, g to 12. 
Clinical Demonstrations: 
Mr. James Berry — Wednesday, 9 to 12, 
surgical cases. 
Mr. W. H. Evans — Tuesday, 9 to 12, surgical 
cases. 


H. Evans — Tuesday and Friday, 


Mr. J. Cunninc — Thursday, 2 to 5, surgical 
cases. 

Mr. C. A. Pannett — Friday, 2 to 5, surgical 
cases. 


Mrs. VAUGHAN SAWYER — Thursday, 10 to 12, 
gynecological cases. 

Mrs. WILLEY — Saturday, g to 12, gynecological 
cases. 

Mr. Gay FRENcH — Wednesday, 10 to 12, 
throat, nose and ear cases. 

Dr. E. U. Wititams — Friday, 1 to 3, X-ray 
department. 
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METROPOLITAN HOSPITAL 


General Surgery: 
Mr. P. L. DANIEL — Wednesday and Saturday, 
10. 
Mr. W. AsHDOWNE — Monday, 2. 
Mr. H. Curtis — Tuesday and Friday, 2. 
Gynecology: 
Dr. H. G. PLAYFAIR and Dr. EARDLEY HOLLAND 
— Thursday, 2. 


CANCER HOSPITAL 


Surgical Clinics: 
Mr. C. Ryatt — Wednesday, 2. 
Mr. W. E. Mites — Thursday, 2. 
Mr. JocELYN and Mr. H. W. Witson— 
Tuesday, 2. 
Mr. J. CunNING and Mr. CEecit ROWNTREE — 
Monday, 2. 
Clinical Demonstrations: 
Mr. C. Ryatt — Tuesday, 4.30, Cancer of the 
Tongue and Mouth. 
Mr. W. E. Mites— Monday, 4.30, Cancer of the 
Rectum. 
Mr. JocELYN Swan — Wednesday, 4.30, Tumor 
of the Kidney. 
Mr. J. Cunntnc — Thursday, 4.30, Cancer of the 
Breast. 


HOSPITAL FOR SICK CHILDREN 


General Surgery: 

Str ARBUTHNOT LANE — Tuesday and Friday, 
g to 12. 

Mr. T. H. KELLocK — Wednesday, 9g to 12. 

Mr. E. M. CornER — Monday, g to 12. 

Mr. GEorRGE WAvuGH — Tuesday, 2 to 5. 

Mr. H. A. T. FAIRBANK — Thursday, 2 to 5; 
Saturday, 9 to 12. 

Mr. O. L. Apptson — Thursday, 9 to 12; Friday, 
2 to 5. 

Mr. TyRRELL Gray — Monday, 2 to s. 

Mr. L. E. BARRINGTON-WARD — Wednesday, 2 
to 5. 

Throat Surgery: 
Mr. GEorcE Wauci — Thursday, 3 to 5. 
Demonstrations: 

Infantile Scurvy, by Dr. R. Hutcutson, Monday, 
12 tol. 

Subluxation of the Shoulder Joint in Infants, by 
Mr. H. A. T. FAtRBANK, Monday, 4 to 5. 

Abdominal Tuberculosis, by Dr. A. F. VOELCKER, 
Tuesday, 12 to 1. 

Cases of Hirschsprung’s Disease Treated by Total 
Colectomy, by Mr. L. E. BARRINGTON-WARD, 
Tuesday, 4 to 5. 

Cases of Syphilitic Osteitis in Children, by Mr. 
O. L. Appison, Wednesday, 4 to 5. 

Congenital Pyloric Stenosis, by Dr. G. F. ST11, 
Thursday, 12 to 1. 


The Use of Celluloid Splints in the Treatment of 
Acute and Chronic Infantile Paralysis, by Dr. 
F. E. BATTEN, Friday, 12 to 1. 

End-Results of Acute Osteomyelitis, by Mr. 
GEoRGE WAUGH, Friday, 4 to s. 

End-Results of Operative Procedures, by Mr. T. 
H. KELLock, Saturday, 9.30 to 11.30. 


WEST LONDON HOSPITAL 


General Surgery: 

Mr. A. BALpwin — Tuesday, 2. 

Mr. D. ArMouR — Monday, 2. 

Mr. O. I.. Appison — Tuesday, 9. 

Mr. H. Tyrrett Gray — Saturday, o. 

Mr. H. S. Soutrar — Friday, 9. 
Gynecology: 

Dr. DRuMMOND ROBINSON — Tuesday, 9. 

Dr. H. J. F. Stuson — Friday, 2. 
Genito-Urinary Surgery: 

Mr. J. S. PARDOE — Wednesday, 2. 
Ophthalmic Surgery: 

Mr. H. Percy Dunn — Thursday, 2. 
Ear, Nose and Throat Surgery: 

Mr. H. J. Davis — Wednesday, 9. 


ST. PETER’S HOSPITAL 


Genito-Urinary Surgery: 
Mr. F. Swrnrorp Epwarps — Friday, 2. 
Mr. P. J. FREYER — Wednesday, 2. 
Mr. G. S. ParDoE — Friday, 2. 
Mr. J. W. THompson WALKER — Wednesday, 2. 
Mr. J. Swirt Jory — Friday, 2. 
Clinical Demonstrations: 
By members of the staff in the out-patient de- 
partment, Thursday, 2. 


PRINCE OF WALES GENERAL HOSPITAL 


General Surgery: 
Mr. H. W. Carson — Tuesday, 1.30 to 4.30; 
Thursday, 9.30 to 12.30. 
Mr. E. GILLEsPIE — Monday, 1.30 to 4.30; 
Saturday, 9.30 to 12.30. 
Mr. J. Howett Evans — Wednesday, 9.30 to 
12.30; Friday, 1.30 to 4.30. 
Gynecology: 
Dr. ARTHUR GILES and Dr. J. B. BANISTER — 
Thursday, 1.30 to 4.30; Friday, 9.30 to 12.30. 
Ophthalmic Surgery: 
Mr. R. P. Brooks — Wednesday, 1.30 to 4.30. 
Mr. A. E. DorrELL — Monday, 9.30 to 12.30. 
Throat Surgery: 
Mr. H. D. GILiies — Tuesday, 9.30 to 12.30. 


HAMPSTEAD GENERAL HOSPITAL 
General Surgery: 


Mr. JAckSON CLARKE — Wednesday, 10. 
Mr. J. W. THompson WALKER — Friday, to. 
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Mr. GEORGE WAuGH — Wednesday and Friday, 
10. 

Mr. SipNEY Boyp — Wednesday and Friday, to. 

Mr. Woopwarp — Wednesday and Fri- 
day, 10. 


ST. MARK’S HOSPITAL 


Surgical Clinics: 
Mr. LockHart Mummery — Monday, 2.30. 
Mr. AsLETTt BALDWIN — Wednesday, 2.30. 
Mr. Gorpon Watson — Thursday, 2.30. 


Clinical Demonstrations: 
Mr. GRAEME ANDERSON — Tuesday, 2.30. 
Mr. L. E. C. Norsury — Friday, 2.30. 


NEW HOSPITAL FOR WOMEN 


General Surgery: 
Miss ALDRICH-BLAKE — Tuesday, 2; Friday, 9. 
Miss CHADBURN — Monday and Thursday, 2. 
Miss GARRETT ANDERSON or Miss BoLTon — 
Wednesday, 9. 


MEMBERSHIP IN THE CONGRESS 

Any physician or surgeon in North America 
in good standing may become a member of the 
Clinical Congress by registering at any annual 
meeting and paying the registration fee. Auto- 
matically the subscribers to SURGERY, GYNECOL- 
OGY AND OBSTETRICS, the official journal of the 
Congress, will receive invitations withcut request. 
Other members of the profession who desire to 
attend will receive formal invitations upon 
request to the General Secretary, 31 North State 
Street, Chicago. 


REGISTRATION FEE 

A registration fee is required of each surgeon 
upon registration, at which time a membership 
card will be issued. 

Unlike conditions prevailing in most medical 
societies, where annual dues are paid by each 
member without regard to his attendance at any 
meeting of the society, the payment of a registra- 
tion fee is required of a member of the Congress, 
only when he is in attendance at an annual 
session. 

The purpose of this fee is to provide funds to 
meet the expenses of preparing for and conduct- 
ing the annual meeting, in order that no financial 
burden may be imposed upon the members of the 
profession in the city entertaining the Congress. 
Judging from past experience, the amount 
received from such fees will be barely sufficient 
for the purpose, so that payment of the fee is 
expected of all who register. 


MEMBERSHIP CARDS 

It will be absolutely necessary for each surgeon 
who desires to attend the clinics and evening 
sessions to register at headquarters and secure a 
membership card. Admission to all clinics and 
evening sessions will be strictly limited to mem- 
bers of the Congress upon presentation of such 
membership cards. 


RESERVED TICKETS 

Reserved tickets for all clinics and demon- 
strations, properly numbered and _ couponed, 
corresponding to the capacity of each operating 
room, will be issued to members of the Congress 
in order of application. Provision will be made 
by which these tickets may be arranged for in 
advance, based, of course, on the tentative 
program. In the contingency of the popularity 
of certain clinics resulting in an unusual demand 
for tickets thereto, the tickets will be distributed 
in order of application day after day until all 
applications have been satisfied. 


EVENING MEETINGS 


On Monday the evening session will include 
the brief formal opening of the Congress, fol- 
lowed by important surgical addresses and dis- 
cussions, the program closing with the Pres- 
idential address of Dr. John B. Murphy. The 
evening programs on Tuesday, Wednesday and 
Friday will be divided with a section for general 
surgery, meeting in the Grand Hall of the Cecil, 
and the Eye, Ear, Nose and Throat division in 
the Ball Room of the Savoy. While the pro- 
grams are not yet complete, announcement is 
made of several of the speakers on page 3 of this 
section of SURGERY, GYNECOLOGY AND 
OBSTETRICS. 

SPECIAL RATES 

Special reductions of 25 per cent to the mem- 
bers of the Congress and immediate families are 
announced by the International Mercantile 
Marine Lines for the trip to England after July 
gth’and on other lines after July 15th. The same 
reduction applies for the return trip up to August 
r5th on the former lines and to August 2oth on 
the latter. This discount will of course not be 
allowed to apply on bookings to bring them below 
the mininum rate. Further information can 
be had from Mr. J. P. McCann, Transportation 
Manager, Marbridge Building, New York City. 


Clinical Congress of Surgeons 
of North America 


FIFTH ANNUAL SESSION 
LONDON, ENGLAND 
WEEK OF JULY 27, 1914 


THE LONDON COMMITTEE 


Honorary Chairman: Sir RickMAN J. GODLEE 
Honorary Secretaries: Mr. HERBERT J. PATERSON, Mr. HERBERT S. PENDLEBURY 


DEPARTMENT CHAIRMEN 


Surgery of the Eye—Mr. W. H. H. Jessop Surgery of the Ear—Mr. Artuur H. CuHeatce 
Surgery of the Nose and Throat—Sir Sr. CLAIR THOMSON 


HUSPITAL COMMITTEE 


St. Bartholomew’s — Mr. McApam tes. Metropolitan — Mr. MAynarp 

St. Thomas’s — Mr. CUTHBERT WALLACE. Cancer — Mr. C. RYALL. 

Westminster — Mr. WALTER SPENCER. Hospital for Sick Children — Mr. G. E. WaAucGu. 
Guy’s — Mr. C. H. FAGce. West London — Mr. TyRRELL GRAY. 

St. George’s — Mr. H. S. PENDLEBURY. National — Mr. PERCY SARGENT. 

London — Mr. J. SHERREN. St. Peter’s — Mr. J. THOMSON WALKER. 
Middlesex — Mr. T. H. KELtock. Prince of Wales’ — Mr. H. W. Carson. 
University — Mr. R. JoHNSON. Hampstead — Mr. J. JACKSON CLARKE. 

St. Mary’s — Mr. W. H. CLayTon GREENE. St. Marks — Mr. P. LockHart MuMMery. 
King’s College — Mr. F. F. BuRGHARD. New Hospital for Women — ALpRICH 
Charing Cross — Mr. H. S. Cioce. BLAKE. 


Royal Free — Mr. JAMES BERRY. Royal Westminster —- Mr. W. H. MCMULLEN. 


4 
. 
i ‘k 
ie 
» 


’ 


CLINICAL CONGRESS OF SURGEONS 
OF NORTH AMERICA 


GEORGE EMERSON BREWER, President 
W. W. Cuipman, Vice-President 
ALLEN B. KANAVEL, General Treasurer 


Joun B. Murpny, President-Elect 


GEORGE E. ARMSTRONG, Vice-President-Elect 
A. D. BALLou, General Manager 


FRANKLIN H. Martin, General Secretary 


OFFICERS OF THE LONDON COMMITTEE 


Honorary Chairman: Sir RickMANn J. GODLEE 
Honorary Secretaries: Mr. HERBERT J. PATERSON, Mr. HERBERT S. PENDLEBURY 


THE CLINICAL CONGRESS IN LONDON 


HE London meeting of the Clinical Con- 
gress of Surgeons bids fair to mark an 
epoch in clinical teaching. The various 
hospitals have been well organized and are 
already collecting material to illustrate the 
different phases of surgical work. The large num- 
ber of surgeons of international reputation con- 
nected with the many hospitals there has made 
it possible for the committee to divide the attend- 
ance so that every man will have an opportunity 
of filling each day with most valuable clinics. 
Moreover, tickets have been provided which will 
be given out for each day’s session in advance; 
so that one may arrange to go from hospital to 
hospital, and from clinic to clinic, in a most 
satisfactory rotation, without loss of time, and 
with no fear that he will be unable to enter the 
clinics. 

As is well known, this clinical idea is an unique 
one in London, and hence has been most enthusi- 
astically supported by the entire surgical pro- 
fession in that city. 

The proximity of London to the Continent has 
enabled the committee to arrange a most memor- 
able group of programs for the evening meetings. 
European surgeons known to the profession 
through the entire world, both English and 
Continental, have accepted invitations to address 
the Congress at the evening sessions. It would 
have been impossible to secure such a brilliant 
array of Europeans for any single series of meet- 


ings in this country. A glance at the programs 
on the following pages will show how fortunate 
the committee has been in the selection of speakers 
and in the acceptances they have received to their 
invitations. 


A few letters have reached headquarters in 
which it is stated that the writer had been un- 
able to secure reservations on certain steamships, 
and asking our assistance in securing such 
reservations. This fact emphasizes the impor- 
tance of a suggestion previously made that every 
one contemplating the trip to London should 
book passage at once. At that season of the year 
the ocean traffic is naturally heaviest and the 
additional travel to the Congress will increase 
the number. 

It will be seen by reference to the notice of our 
Transportation Department that we have been 
able to arrange a very satisfactory reduction in 
rates for both the outward and homeward trips. 
A further concession is being sought, as the 
number of those who desire to go is beginning to 
be appreciated by the transportation companies. 
Any further concessions that can be secured be- 
fore the date of sailing will be accorded to all 
those who make reservations through the Trans- 
portation Department, at any time previous to 
that date. 

Hotel accommodations in London had best be 
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reserved in advance; otherwise some difficulty meeting will be a splendid success. The Trans- 

may be found in securing the most desirable portation Department reports that reservations 

quarters. have been made by surgeons from all parts of the 
From present indications it is evident that the United States and Canada. 


PROGRAM OF EVENING SESSIONS 
GENERAL SURGICAL DIVISION 
Presidential Meeting, Monday, July 27th, in the Grand Hall, Hotel Cecil 


Formal Opening. 
Address of Welcome by Str RickMAn J. Goptee, Honorary Chairman of the Londcn Committee. 
Welcome to American Surgeons, by the HonorABLE WALTER HINES Pace, American Ambassador. 
GEORGE EMERSON BREWER, M. D., New York City: Address of retiring president. 
Inauguration of PRESIDENT JOHN B. Murpuy and VICE-PRESIDENT GEORGE E. ARMSTRONG. 
ProFEssor A. VON EISELSBERG, Vienna: Treatment of Ulcus of the Stomach. 
Discussion by SrrR WATSON CHEYNE and Mr. JAMES SHERREN. 
Joun B. —, M. D., Chicago, Presidential Address: Arthrodesis and Bone Transplantation; Its Limitations and 
Technique. 


Tuesday, July 28th, in the Grand Hall, Hotel Cecil 


E. Wyttys AnprEws, M.D., Chicago: Cure of Hernia by Tissue Inlaying or Fascial Implantaticn. 
Discussion by Mr. Lawrie McGav mw, FR. C. 

Mr. Rosert Jones, F. R. C. S., Liverpool: 
Discussion by a London Surgeon. 


Wednesday, July 29th, in the Grand Hall, Hotel Cecil 


GeEorGE E. ArMSTRONG, M. D., Montreal: Typhoid Perforation. 
Discussion by Str ANTHONY BowLBy, F.R.C.S., London. 
PROFESSOR TUFFIER, Paris: Transplantation of Ovaries. 
Discussion by a London Surgeon. 
a —— M. D., Rochester: Primary and Late Results of Operations for Exophthalmic Goiter or Hyper- 
thyroidism. 
Discussion by Mr. JAmes Berry, F. R. C.S. 


Thursday, July 30th, in the Grand Hall, Hotel Cecil 


Proressor Doctor Kronic, Freiburg, Germany: The Principles of Non-Operative Treatment of Carcinoma. 
JAMES é Percy, M. D. Galesburg, Illinois: The Treatment of Inoperable Carcinoma of the Uterus by the Application 
of Heat. 
Mr. Tuomas WItson, F. R. C.S., Birmingham: Radical Operative Treatment of Cancer of the Uterus. 
Discussion by Dr. THomas Watts EpeEN, F. R.C.S., Mr. W. E. Mites, F. R.C.S., London; and Dr. JosePx 
Cott BLoopcoop, Baltimore. 


Friday, July 31st, in the Grand Hall, Hotel Cecil 


Mr. Henry JEtLeTT, F. R. C. P., Dublin: The Use of the Levator-Ani Muscle and the Utero-Sacral Ligament in Pro- 
lapse Treatment. 
Discussion by Dr. Herbert Spencer, London. 
Joserpu Cott BLoopcoop, M. D., Baltimore: Surgery of Intestinal Stasis. 
Str WILLIAM OsLeER, Oxford: Intestinal Stasis. 
Discussion by Sir ARBUTHNOT LANE. 
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DIVISION OF SURGICAL SPECIALTIES 
Tuesday, July 28th, in the Ballroom of the Hotel Savoy 


ProFEessor E, SCHMIEGELOw, Copenhagen, Denmark: The Results of Operations (Laryngofissure) for Cancer of the 


Larynx. 
Discussion by Srr St. CLArR THomson, London. 


Dr. J. M. West, Berlin, Germany: The Intranasal Surgery of the Lachrymal Apparatus, after an Experience with over 


225 Operations. 
Discussion by Dr. D. R. Paterson of Cardiff. 


Wednesday, July 29th, in the Ballroom of the Hotel Savoy 


Dr. A. Locan Turner, Edinburgh: The Application of Skiagraphy to the Mastoid Region and Its Use in the Detection 


of Disease. 
Discussion by Mr. SipneEy Scott, London. 


Mr. Hucu E. Jones, Liverpool, England: Some Considerations which Determine the Extent of an Operation in Septic 


Invasion of the Lateral Sinus. 
Discussion by Mr. HuntER Top, London. 


Friday, July 31st, in the Baliroom of the Hotel Savoy 


R. H. Extiort, Lt. Col., I. M. S., Madras, India: The Sclero-Corneal Trephining Operation for Glaucoma. 


Discussed by Mr. TREACHER COLLINS. 


Mr. F. RicHarpson Cross, Bristol: Operative Procedure for Strabismus. 


Discussion by Mr. N. BisHop HarMAN, London. 


Dr. ErNEsT E. MAppox, Bournemouth: Cataract Extraction. 


Discussion by Dr. Holmes Spicer, London. 


PRELIMINARY CLINICAL PROGRAM 


SURGICAL CLINICS 


Monday, July 27th 
MR. D’ARCY POWER — St. Bartholomew’s Hospital 


— 1:30. 
MR. H. J. WARING — St. Bartholomew’s Hospital — 


1:30. 

MR. C. GORDON WATSON —St. Bartholomew’s 
Hospital — 3:30. 

MR. HAROLD W. WILSON — St. Bartholomew’s Hos- 
pital — 1:30. 

MR. H. B. ROBINSON — St. Thomas’ Hospital — 2 


to 5. 
MR. CUTHBERT WALLACE —St. Thomas’ Hos- 
pital — 2 to 5. 
MR. J. E. ADAMS — St. Thomas’ Hospital — 9 to 12. 
MR. E. ROCK CARLING — Westminster Hospital — 9. 
SIR ARBUTHNOT LANE — Guy’s Hospital — 2. 


MR. L. A. DUNN — Guy’s Hospital — 2. 

MR. F. J. STEWARD — Guy’s Hospital — 2. 
MR. C. H. FAGGE — Guy’s Hospital — 2. 

MR. R. P. ROWLANDS — Guy’s Hospital — 2. 
MR. P. TURNER — Guy’s Hospital —o. 
MR. E. C. HUGHES — Guy’s Hospital — 2. 


MR. R. DAVIES-COLLEY — Guy’s Hospital — 9. 
MR. H. S. PENDLEBURY — St. George’s Hospital — 
1:30 to 4. 


MR. T. CRISP ENGLISH — St. George’s Hospital — 
1:30 to 4. 

SIR FREDERIC EVE — London Hospital — 2. 

MR. HUGH LETT — London Hospital — 9. 

SIR A. PEARCE GOULD and MR. W. S. HANDLEY 
— Middlesex Hospital — 1:30. 

MR. A. E. BARKER — University College Hospital — 9. 

MR. BILTON POLLARD — University College Hospital 


—2. 

MR. V. Z. COPE — St. Mary’s Hospital — to. 

SIR WATSON CHEYNE— King’s College Hospital — 2. 

MR. A. CARLESS — King’s College Hospital — 9. 

MR. T. P. LEGG — King’s College Hospital — 9. 

MR. A. EDMUNDS — King’s College Hospital — 2. 

MR. H. F. WATERHOUSE — Charing Cross Hospital 

MR. JAMES BERRY — Royal Free Hospital — 2 to s. 

MR. W. ASHDOWNE — Metropolitan Hospital — 2. 

MR. J. CUNNING and MR. CECIL ROWNTREE — 
Cancer Hospital — 2. 

MR. E. M. CORNER — Hospital for Sick Children — 

to 12. 


MR. TYRRELL GRAY — Hospital for Sick Children — 
2 to 5. 
MR. D. ARMOUR — West London Hospital — 2. 
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MR. E. pong eel Prince of Wales General Hos- 


pital — 1:30 to 4 
MR. ‘LOCKHART NUMMERY —St. Mark’s Hos- 


MISS CHADBURN — New Hospital for Women — 2. 


Tuesday, July 28th 


MR. W. McADAM ECCLES — ‘St. 
Hospital — 1:30. 

MR. R. COZENS BAILEY — St. Bartholomew’s Hos- 
pital — 1:30. 

MR. G. H. MAKINS — St. Thomas’ Hospital — 2 to 5. 

MR. W. H. BATTLE — St. Thomas’ Hospital — 2 to 5. 

MR. C. A. BALLANCE — St. Thomas’ Hospital — 2 to 5. 

MR. H. B. ROBINSON -—St. Thomas’ Hospital —9 
to 12. 

MR. CYRIL NITCH — St. Thomas’ Hospital —g to 12. 

MR. W. G. SPENCER — Westminster Hospital — 2. 

SIR ARBUTHNOT LANE — Guy’s Hospital — 2. 

MR. L. A. DUNN — Guy’s Hospital — 2. 

MR. F. J. STEWARD — Guy’s Hospital — 2. 

MR. C. H. FAGGE — Guy’s Hospital — 2. 

MR. R. P. ROWLANDS — Guy’s Hospital — 2. 

MR. P. TURNER — Guy’s Hospital — 2. 

MR. E. C. HUGHES — Guy’s Hospital — 2. 

MR. G. R. TURNER —St. George’s Hospital — 1:30 


to 4. 

MR. F. JAFFREY — St. George’s Hospital — 1:30 to 4. 

MR. H. M. RIGBY — London Hospital — 2. 

MR. JAMES SHERREN — London Hospital — 9. 

MR. R. WARREN — London Hospital — 2. 

MR. F. KIDD — London Hospital — 2. 

MR. JOHN MURRAY and — ALFRED JOHNSON 
— Middlesex Hospital — 1:3 

MR. T. H. KELLOCK and MR. GORDON TAYLOR 
—Middlesex Hospital — 1:30. 

MR. JOHNSON — University College 

ospital — 

MR. WILFRED. TROTTER — University College Hos- 
pital — 2. 

MR. WARREN LOW — St. Mary’s Hospital — ro. 

MR. F. F. BURGHARD — King’s College Hospital — 2. 

MR. G. L. CHEATLE — King’s College Hospital — 9:30. 

MR. STANLEY BOYD — Charing Cross Hospital — 2 


to 5. 
MR. W. H. EVANS — Royal Free Hospital — 2 to 5. 
MR. H. CURTIS — Metropolitan Hospital — 2. 
MR. JOCELYN SWAN and MR. H. W. WILSON — 
Cancer Hospital — 2. 
SIR ARBUTHNOT LANE — Hospital for Sick Children 


—= 6 60 £2. 

MR. GEORGE WAUGH — Hospital for Sick Children 
—2to5 

MR. A. BALDWIN — West London Hospital — 2. 

MR. O. L. ADDISON — West London Hospital — 9. 

SIR VICTOR HORSLEY —National Hospital — 10. 
Surgery of the head and nervous system. 

MR. H. W. —” Prince of Wales General Hos- 

pital — 1:30 to 4:3 
MISS ALDRICH BLAKE — New Hospital for Women 


Bartholomew’s 


Wednesday, July 29th 


SIR ANTHONY BOWLBY — ‘St. Bartholomew’s Hos- 
pital — 2:30. 
MR. WARING — St. Bartholomew’s Hospital — 


MR. W. GIRLING BALL — St. Bartholomew’s Hos- 
pital — 1:30. 


MR. G. H. MAKINS — St. Thomas’ Hospital — 2 to 5. 

MR. W. H. BATTLE — St. Thomas’ Hospital — 2 to 5. 

MR. C. A. BALLANCE — St. Thomas’ Hospital — 2 to 5. 

MR. H. B. ROBINSON —St. Thomas’ Hospital — 2 
to 5. 

MR. E. M. CORNER — St. Thomas’ Hospital — 9 to 12. 

MR. PERCY SARGENT — St. Thomas’ Hospital — 9 


to 12. 

MR. C. STONHAM — Westminster Hospital — 2. 

MR. J. M. G. SWAINSON — Westminster Hospital — 9. 

MR. IVOR BACK — St. George’s Hospital — 9:15 to 11. 

MR. C. H. FRANKAU — St. George’s Hospital — 9:15 
to Ir. 

MR. J. HUTCHINSON — London Hospital — 2. 

MR. R. MILNE — London Hospital — 2. 

MR. A. J. WALTON — London Hospital — 

SIR JOHN BLAND-SUTTON and “GORDON 
TAYLOR — Middlesex Hospital — 1:3 

MR. JOHNSON — College Hos- 

ital — 2 
SIR WATSON CHEYNE — King’s College Hospital — 


MR” a “CARLESS — King’s College Hospital — 2. 

MR. T. P. LEGG — King’s College Hospital — 2. 

MR. CHARLES GIBBS — Charing Cross Hospital — 
2 to 5. 

MR. JAMES BERRY — Royal Free Hospital — 2 to 5. 

MR. J. CUNNING — Royal Free Hospital — 2 to 5. 

MR. P. L. DANIEL — Metropolitan — — 10. 

MR. C. RYALL — Cancer Hospital — 

MR. KELLOCK — Hospital Sick Children — 


gt 

MR. — — Hospital for Sick 
Children — 2 t 

MR. J. HOWELL ° EVANS — Prince of Wales General 
Hospital — 9:30 to 12:30. 

MR. JACKSON CLARKE — Hampstead General Hos- 


pital — 10. 

MR. GEORGE WAUGH — Hampstead General Hos- 
pital — 1o. 

MR. SIDNEY BOYD — Hampstead General Hospital 


— Io. 

MR. CHAD — Hampstead General Hos- 
pital — 

MR. ASLETT BALDWIN — St. Mark’s Hospital — 


MISS GARRETT ANDERSON and MISS BOLTON — 
New Hospital for Women — 9. 


Thursday, July 30th 
MR. D’ARCY POWER — St. Bartholomew’s Hospital 


— 1:30. 
MR. R. COZENS BAILEY — St. Bartholomew’s Hospital 


— 1:30. 

MR. L. a RAWLING — St. Bartholomew’s Hos- 
pital — 1:3 

MR. E. GASK — St. Bartholomew’s Hospital — 3:30. 

MR. H. B. ROBINSON — St. Thomas’ Hospital — 2 to 


MR. CUTHBERT WALLACE — St. Thomas’ Hospital 
—2tos 

MR. E. M. CORNER — St. Thomas’ Hospital — 2 to 5. 

MR. J. E. ADAMS — St. Thomas’ Hospital — 9 to 12. 

MR. W. TURNER — Westminster Hospital — 9. 

SIR ARBUTHNOT LANE — Guy’s Hospital — 2. 

MR. F. J. STEWARD — Guy’s Hospital — 2. 

MR. C. H. FAGGE — Guy’s Hospital — 2. 

MR. P. TURNER — Guy’s Hospital — 2. 

MR. E. C. HUGHES — Guy’s Hospital — 2. 
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MR. R. DAVIES-COLLEY — Guy’s Hospital — 2. 
MR. G. R. TURNER — St. George’s Hospital — 1:30 


to 4. 
MR. T. CRISP ENGLISH — St. George’s Hospital — 


1:30 to 4. 

MR. Bs FEDDE FEDDEN — St. George’s Hospital — 

5 tort. 

MR. *IVOR BACK — St. George’s Hospital — 9:15 to 11. 

MR. C. H. FRANKAU — St. George’s Hospital — 9:15 
to II. 

MR. T. H. OPENSHAW — London Hospital — 2. 

MR. RUSSELL HOWARD — London Hospital — 9. 

MR. F. KIDD — London Hospital — 2. 

SIR A. PEARCE GOULD and MR. W. S. HANDLEY 
— Middlesex Hospital — 1:30. 

MR. A. E. BARKER — University College Hospital — 2. 

MR. MORRISTON DAVIES — University College Hos- 


pital — 9. 
MR. W. H. CLAYTON-GREEN — St. Mary’s Hospital 
— 10. 
MR. F. F. BURGHARD — King’s College Hospital — 2. 
MR. A. EDMUNDS — King’s College Hospital — 2. 
MR. H. F. WATERHOUSE — Charing Cross Hospital 


— 2 5. 

MR. W. S. FENWICK — Charing Cross Hospital — 9 
to 12. 

MR. C. PANNETT — Royal Free Hospital — 2 to 5. 

MR. W. E. MILES — Cancer Hospital — 2. 

MR. H. A. T. FAIRBANK — Hospital for Sick Chil- 
dren — 2 to 5 

MR. oe “a ADDISON — Hospital for Sick Children — 9 


MR. WL W. CARSON — Prince of Wales General Hos- 
pital — 9:30 to 12:30. 

MR. GORDON WATSON — St. Mark’s Hospital — 2:30. 

MISS CHADBURN — New Hospital for Women — 2. 


Friday, July 31st 


SIR ANTHONY BOWLBY — St. Bartholomew’s Hos- 
pital — 1:30. 

MR. W. MeADAM ECCLES — St. Bartholomew’s 
Hospital — 1:30. 

MR. G. si MAKINS — St. Thomas’ Hospital — 2 to 5. 

MR. W. H. BATTLE — St. Thomas’ Hospital — 2 to 5. 

MR. C. A. BALLANCE — St. Thomas’ Hospital — 2 


to 5. 

MR. CYRIL NITCH — St. Thomas’ Hospital — 2 to 5. 

MR. ARTHUR EVANS — Westminster Hospital — 9. 

SIR ARBUTHNOT LANE — Guy’s Hospital — 2. 

MR. L. A. DUNN — Guy’s Hospital — 2. 

MR. F. J. STEWARD — Guy’s Hospital — 2. 

MR. C. H. FAGGE — Guy’s Hospital — 2. 

MR. R. P. ROWLANDS — Guy’s Hospital — 2. 

MR. P. TURNER — Guy’s Hospital — 2. 

MR. E. C. HUGHES — Guy’s Hospital — 2. 

MR. F. JAFFREY — St. George’s Hospital — 1:30 to 4. 

MR. H. S. PENDLEBURY — ‘St. George’s Hospital 
— 1230 4. 

SIR FREDERIC EVE — London Hospital — 2. 

MR. H. M. RIGBY — London Hospital — 9. 

MR. JAMES SHERREN — London —— —2. 

MR. HUGH LETT — London Hospital — 

MR. JOHN MURRAY and MR. ALF RED JOHNSON 
— Middlesex Hospital — 1:30. 

MR. T. H. KELLOCK and MR. GORDON TAYLOR 
— Middlesex Hospital — 1:30. 


MR. — POLLARD — University College Hos- 
pital — 2 
MR. TROTTER — University College Hos- 


MR. "D. c L. FITZWILLIAMS — St. Mary’s Hospital 
SIR “WATSON CHEYNE — King’s College Hospital — 


2. 

MR. A. CARLESS — King’s College Hospital — 9:30. 
MR. G. L. CHEATLE — King’s College Hospital — 2. 
MR. T. P. LEGGE — King’s College Hospital — 9:30. 
MR. A. EDMUNDS — King’s College Hospital — 2. 
MR. STANLEY BOYD — Charing Cross Hespital — 2 


to 5. 
MR. P. L. DANIELS — Charing Cross Hospital — 9 to 
12. 
MR. W. H. EVANS — Royal Free Hospital — 2 to s. 
MR. H. CURTIS — Metropolitan Hospital — 2. 
SIR ARBUTHNOT LANE — Hospital for Sick Chil- 


dren — g to 12. 
MR. O. L. ‘ADDISON — Hospital for Sick Children — 
2 to 


MR. H. & SOUTTAR — West London Hospital — 9. 

MR. J. HOWELL — of Wales General 
Hospital — 1:30 t 

MR. J. W. THOMPSON WALKER — Hampstead Gen- 
eral Hospital — 10. 

MR. GEORGE WAUGH — Hampstead General Hos- 


pital — 10. 

MR. SIDNEY BOYD — Hampstead General Hospital 
— 10. 

MR. CHAD WOODWARD — Hampstead General Hos- 
pital — 10. 

MISS ALDRICH-BLAKE — New Hospital for Women 


MR. DONALD ARMOUR — National Hospital — 2. 
Surgery of the Head and Nervous system. 

MR. PERCY SARGENT — National Hospital — 10. 
Surgery of the Head and Nervous System. 


Saturday, August rst 


MR. W. FEDDE FEDDEN — St. George’s Hospital — 
1:30 to 4. 

MR. IVOR BACK — St. George’s Hospital — 1:30 to 4. 

SIR JOHN BLAND-SUTTON and _ GORDON 

TAYLOR — Middlesex Hospital — 1:3 

MR. gigas DAVIES — Guenter College Hos- 
pital — 

MR. F. F. ‘BURGHARD — King’s College Hospital — 


9:30. 
MR. G. L. CHEATLE — King’s College Hospital — 2. 
MR. CHARLES GIBBS — Charing Cross Hospital — 
to 12. 
MR. H. S. CLOGG — Charing Cross Hospital — 2 to 5. 
MR. C. A. JOLL — Royal Free Hospital — 2 to 3. 
MR. P. L. DANIEL — Metropolitan Hospital — ro. 
MR. H. A. T. FAIRBANK — Hospital for Sick Children 


—g to 12. 
MR. H. TYRRELL GRAY — West London Hospital — 


9. 
MR. E. GILLESPIE — Prince of Wales General Hos- 
pital — 9:30 to 12:30. 


Days and Hours to be Announced 
MR. MAYNARD SMITH — St. Mary’s Hospital. 
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GYNECOLOGICAL CLINICS 


Monday, July 27th 
DR. W. S. A. GRIFFITH — St. Bartholomew’s Hospital 


—2. 

DR. A. F. STABB and DR. G. F. DARWELL SMITH— 
St. George’s Hospital — 9:15 to rr. 

DR. DRUMMOND MAXWELL — London Hospital — 2. 

DR. JOHN PHILLIPS — King’s College Hospital — 2. 

DR. A. E. GILES — Chelsea Hospital for Women — 9:30. 

DR. S. DODD — Chelsea Hospital for Women — 9:30. 


Tuesday, July 28th 


DR. J. BARRIS — St. Bartholomew’s Hospital — 9:30. 

DR. WALTER TATE — St. Thomas’ — —2 to 5. 

MR. H. CHAPPLE — Guy’s Hospital — 

DR. COMYNS BERKELEY and DR. VICTOR BON- 
NEY — Middlesex Hospital — 1:30. 

DR. HERBERT SPENCER — University College Hos- 
pital — 9. 

DR. HUGH PLAYFAIR — King’s College Hospital — 2. 

DR. T. W. EDEN and DR. C. H. LOCKYER — Charing 
Cross Hospital — 2 to 5 

SAWYER — Royal Free Hospital — 


DR. W. ae FENTON — Chelsea Hospital for Women 
— 9:30. 

DR. VICTOR BONNEY — Chelsea Hospital for Women 
— 9:30. 

DR. J. B. BANISTER — Chelsea Hospital for Women 


— 9:30. 
DR. DRUMMOND ROBINSON — West London Hos- 
pital — 9. 


Wednesday, July 29th 
DR. W. S. A. GRIFFITH — St. Bartholomew’s Hos- 


pital — 2. 
MR. G. B. SMITH — Guy’s Hospital — 9. 


Thursday, July 30th 
DR. H. WILLIAMSON — St. Bartholomew’s Hospital 


— 9:30. 
DR. WALTER TATE — St. Thomas’ Hospital — 9g to 


GENITO-URINARY 


Monday, July 27th 


MR. A. R. THOMSON — Guy’s Hospital — 9. 


Wednesday, July 29th 


MR. J. S. PARDOE — West London Hospital —‘2. 
P. J. FREYER — St. Peter’s Hospital — 2. 


MR. 


MR. H. CHAPPLE — Guy’s Hospital — 9. 
DR. DRUMMOND MAXWELL — London Hospital 


—= 09:30. 

DR. COMYNS BERKELEY and DR. VICTOR BON- 
NEY — Middlesex Hospital — 1:30. 

DR. a BLACKER — University College Hos- 

pital — 

DR. POHN PHILLIPS — King’s College Hospital — 2. 

DR. H. G. PLAYFAIR and DR. EARDLEY HOLLAND 
— Metropolitan Hospital — 2. 

DR. T. W. EDEN — Chelsea Hospital for Women — 9:30. 

DR. F. L. PRORIS — Chelsea Hospital for Women — 


9:30. 
DR. ARTHUR GILES and DR. J. B. BANISTER — 
Prince of Wales General Hospital — 1:30 to 4:30. 


Friday, July 31st 


DR. W. S. ms GRIFFITH — St. Bartholomew’s Hos- 
pital — 

DR. iG. H. D. ROBINSON and DR. S. DODD — West- 
minster Hospital — 2. 

MR. G. B. SMITH — Guy’s Hospital — 

DR. A. F. STABB and DR. G. F. DARWELL SMITH — 
St. George’s Hospital — 9:15 to 11. 

DR. HUGH PLAYFAIR — King’s College Hospital — 2. 

DR. T. W. EDEN and DR. C. H. LOCKYER — Char- 
ing Cross Hospital — 2 to 5. 

MRS. WILLEY — Royal Free Hospital — 9 to 12. 

DR. COMYNS BERKELEY — Chelsea Hospital for 
Women — 9:30. 

DR. H. J. F. SIMSON — West London Hospital — 2. 

DR. ARTHUR GILES and DR. J. B. BANISTER — 
Prince of Wales General Hospital — 9:30 to 12:30. 


Saturday, August rst 


DR. HERBERT SPENCER — University College Hos- 
pital — 9. 


Days and Hours to be Announced 


DR. JOHN FATRBAIRN and DR. J. P. HEDLEY — 
St. Thomas’ Hospital. 
DR. W. J. GOW — St. Mary’s Hospital. 


SURGICAL CLINICS 


MR. J. W. THOMSON WALKER — St. Peter’s Hos- 
pital — 2. 


Friday, July 31st 
MR. F. SWINFORD EDWARDS — St. Peter’s Hos- 
pita! — 2. 
MR. G. S. PARDOE — St. Peter’s Hospital — 2. 
MR. J. SWIFT JOLY — St. Peter’s Hospital — 2. 


CLINICAL CONGRESS OF SURGEONS OF NORTH AMERICA 


ORTHOPEDIC CLINICS 


Monday, July 27th 
MR. R. C. ELMSLIE — St. Bartholomew’s Hospital — 


3305 
MR. A. H. TUBBY — Westminster Hospital — 2. 


Tuesday, July 28th 


MR. R. C. ELMSLIE — St. Bartholomew’s Hospital — 
1:30. 


MR. W. H. TRETHOWAN — Guy’s Hospital — 2. 


Thursday, July 30th 


MR. H. A. T. FAIRBANK — Charing Cross Hospital — 


9 to 12. 


Friday, July 31st 


MR. W. H. TRETHOWAN — Guy’s Hospital — 2. 


OPHTHALMOLOGICAL CLINICS 


Monday, July 27th 


MR. H. L. EASON — Guvy’s Hospital — 2. 

MR. L. V. CARGILL — King’s College Hospital — 2. 

MR. H. W. LYLE — King’s College Hospital. 

MR. A. E. DORRELL — Prince of Wales General Hos- 

pital — 9:30 to 12:30. 

MR. UTRE ACHER COLLINS — Royal London Ophthal- 
mic Hospital — 10 

Mr. C. WORTH. Royal London Ophthalmic Hos- 
pital — Io. 

MR. M. L. HEPBURN — Royal London Ophthalmic 
Hospital — to. 

MR. A. C. HUDSON — Royal London Ophthalmic Hos- 
pital — ro. 


Tuesday, July 28th 


MR. W. H. JESSOP — St. Bartholomew’s Hospital — 3. 

MR. G. HARTRIDGE and MR. G. T. B JAMES — 
Westminster Hospital — o. 

MR. A. W. ORMOND — Guy’s Hospital — 2. 

MR. M. L. HEPBURN — Royal Free Hospital —g to 


12. 
MR. E. T. COLLINS — Charing Cross Hospital — 9 


to 12. 

MR. HOLMES SPICER — Royal London Ophthalmic 
Hospital — 10. 

MR. PERCY FLEMMING — Royal London Ophthal- 
mic Hospital — 1o. 

MR. J. a FISHER — Royal London Ophthalmic Hos- 
pital — 

Mx. €. D; "MARSH. ALL — Royal London Ophthalmic 
Hospital — 


Wednesday, July 29th 


MR. H. BARR GRIMSDALE and MR. G. T. BROOKS- 
BANK JAMES — St. George’s Hospital — 1:30 to 4. 

MR. W. T. LISTER — London Hospital — 3. 

MR. > wae FLEMMING — University College Hos- 
pital — 

ease’ heel T. COLLINS — Charing Cross Hospital — 9 


MR. BROOKS — Prince of Wales General Hos- 
pital — 1:30 to 4:30. 


MR. J. B. LAWFORD — Royal London Ophthalmic 
Hospital — ro. 

MR. ARNOLD LAWSON — Royal London Ophthalmic 
Hospital — 10. 

MR. J. H. PARSONS — Roy al London Ophthalmic Hos- 
pital — 

MR. GEORGE COATS — Royal London Ophthalmic 
Hospital — tro. 


Thursday, July 30th 


MR. W. HOLMES SPICER — St. Bartholomew’s Hos- 
pital — 3. 

MR. PHL L. EASON — Guy’s Hospital — 

MR. A. B. ROXBURGH — London Hospital — 10. 

MR. L. V. CARGILL — King’s College Hospital — 2. 

DR. H. W. LYLE — King’s College Hospital. 

MR. H. PERCY DUNN — West London Hospital 

MR. TREACHER COLLINS — Royal London Ophthal- 
mic Hospital — 10. 

MR. C. A. WORTH — Royal London Ophthalmic Hos- 
pital — 10 

MR. M. L. HEPBURN — Royal London Ophthalmic 
Hospital — ro. 

MR. A. C. HUDSON — Royal London Ophthalmic Hos- 
pital — 10. 


Friday, July 31st 

MR. A. W. ORMOND — Guy’s Hospital — 2. 

MR. HOLMES SPICER — Royal London Ophthalmic 
Hospital — ro. 

MR. PERCY FLEMMING — Royal London Ophthal- 
mic Hospital — ro. 

MR. J. H. FISHER — Royal London Ophthalmic Hos- 
pital — 10 

MR. C. D. MARSHALL — Royal London Ophthalmic 
Hospital — tro. 


Saturday, August rst 
MR. H. BARR GRIMSDALE and MR. G. T. BROOKS- 
BANK JAMES — St. George’s Hospital — 9:15 to 
If. 
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MR. HERBERT PARSONS — University College Hos- 
pital. — 9 
MR. J. B. LAWFORD — Royal Ophthalmic Hospital 


— I0. 
MR. ARNOLD —- Royal London Ophthalmic 
1— 
j.. PARSONS — Royal London Ophthalmic 
— 10. 


OTOLOGICAL, LARYNGOLOGICAL, 


Monday, July 27th 
MR. W. D. HARMER — St. Bartholomew’s Hospital — 


MR. Cc E. WEST Bartholomew’s Hospital — 
MR. W. G. HOWARTH — St. Thomas’ Hospital — 9 to 
MR. HERBERT TILLY — University College Hospital 
MR. ARTHUR CHEATLE — King’s College Hospital — 


2. 
MR. WILLIAM HILL — St. Mary’s Hospital — 2. 
MR. GAY FRENCH — Royal Free Hospital — g to 12. 


Tuesday, July 28th 


MR. J. A. ROSE — St. Bartholomew’s Hospital — 1:45. 
MR. W. M. MOLLISON — Guy’s Hospital — 9. 
MR. H. S. BARWELL — St. George’s — 9:15 to 11. 
SIR Bw CLAIR THOMSON — King’s College Hos- 
ital — 2. 
MR. rE. B. WAGGETT and MR. E. D. DAVIS — Char- 
ing Cross Hospital — 9 to 12. 
MR. H. D. GILLIES — Prince of Wales General Hos- 
pital — 9:30 to 12:30. 
MR. ai FFERSON FAULDER — Hospital for Diseases 
of the Throat — ro. 


Wednesday, July 29th 
MR. W. D. HARMER — St. Bartholomew’s Hospital — 


1:45. 
MR. C. E. WEST — St. Bartholomew’s Hospital — 9. 
MR. H. J. MARRIAGE — St. Thomas’ Hospital — 9 


to 12. 
MR. T. B. LAYTON — Guy’s Hospital — 9. 
MR. J. A. EDMOND — Guy’s Hospital — 9. 
MR. H. S. BARWELL—St. George’s Hospital — 


2:15. 

MR. SOMERVILLE HASTINGS — Middlesex Hos- 
pital — 1:30. 

MR. *SECCOMBE HETT — University College Hospital 


MR. GEORGE COATS — Royal London Ophthalmic 
Hospital — 10. 


Days and Hours to be Announced 


MR. J. B. LAWFORD and MR. J. H. FISHER — St. 
Thomas’ Hospital. 

MR. ARNOLD LAWSON — Middlesex Hospital. 

MR. L. J. PATON — St. Mary’s Hospital. 


AND RHINOLOGICAL CLINICS 


MR. ARTHUR CHEATLE — King’s College Hospital — 
2. 

MR. C. V. HOPE — King’s College Hospital — 2. 

MR. H. J. DAVIS — West London Hespital — 9. 

MR. GEORGE BADGEROW — Hospital for Diseases of 
the Throat — 9. 


Thursday, July 30th 
MR. SYDNEY SCOTT — St. Bartholomew’s Hospital — 


9. 
MR. W. G. HOWARTH — St. Thomas’ Hospital — 9 


to 12. 
MR. H. J. MARRIAGE — St. Thomas’ Hospital — 2 to 5. 
MR. P. R. W. de SANTI — Westminster Hospital — 2. 
MR. HUNTER TOD — London Hospital — 2:30. 
MR. HASTINGS — Middlesex Hos- 
pita 
SIR st CLAIR THOMSON — King’s College Hos- 


tal — 
MR. "ARTHUR CHEATLE — King’s College Hospital 
MR. “GEORGE WAUGH — Hospital for Sick Children — 
5. 
MR. CHARLES PARKER — Hospital for Diseases of 
the Throat — 2. 


MR. FITZGERALD POWELL — Hospital for Diseases 
of the Throat — ro. 


Friday, July 31st 
MR. W. D. HARMER — St. Bartholomew’s Hospital — 


1:45. 

MR. W. M. MOLLISON — Guy’s Hospital — o. 

MR. HERBERT TILLY — University College Hos- 
pital — 2. 

SIR ST. CLAIR THOMSON — King’s College Hospital 


— 2. 

MR. E. B. WAGGETT and MR. E. D. DAVIS — Char- 
ing Cross Hospital — 9 to 12. 

MR J. W. BOND — Hospital for Diseases of the Throat 


MR. FRANK ROSE—Hospital for Diseases of the Throat 


{ 
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SPECIAL DEMONSTRATIONS 


Monday, July 27th 


DR. A. D. REID, DR. W. R. BRISTOW, and DR. 
CLAUDE GOULDESBROUGH —St. Thomas’ 
Hospital — 9 to 12. X-ray and Electro-Therapeutics. 

DR. W.S. FOX and DR. G. A. SIMMONS — St. George’s 
Hospital — 2 to 4. X-ray and Electro-Therapeutics 
Department. 

MR. W. E. MILES — Cancer Hospital — 4:30. Cancer 
of the Rectum. 

DR. R. HUTCHISON — Hospital for Sick Children — 12 
to 1. Infantile Scurvy. 

MR. H. A. T. FAIRBANK — Hospital for Sick Children 
—4 to 5. Subluxation of the Shoulder-Joint in 
Infants. 


Tuesday, July 28th 


DR. A. D. REID, DR. W. R. BRISTOW, and DR. 
CLAUDE GOULDESBROUGH — St. Thomas’ 
Hospital — 9 to 12. X-ray and Electro-Therapeutics. 

MR. R. T. TIMBERG— St. Thomas’ Hospital — 9 to 
12. Physical Exercises. 

DR. ROBERT KNOX — King’s College Hospital — 2. 
Radiography. 

DR. W. D’ESTS EMERY — King’s College Hospital — 
9. Pathological Laboratory. 

MR. W. H. EVANS — Royal Free Hospital — 9 to 12. 
Surgical Cases. 

MR. C. RYALL — Cancer Hospital — 4:30. Cancer of 
the Tongue and Mouth. 

DR. A. F. VOELCKER — Hospital for Sick Children — 
12 to 1. Abdominal Tuberculosis. 

SIR VICTOR HORSLEY — National Hospital. Some 
Practical Points in Cranial Surgery. 

MR. L. E. BARRINGTON-WARD — Hospital for Sick 
Children — 4 to 5. Cases of Hirschsprung’s Disease 
Treated by Total Colectomy. 

MR. GRAEME ANDERSON — St. Mark’s Hospital— 
2:30. 


Wednesday, July 20th 


DR. A. D. REID, DR. W. R. BRISTOW, and DR. 
CLAUDE GOULDESBROUGH — St. Thomas’ 
Hospital —gto12. X-ray and Electro-Therapeutics. 

MR. S. G. SHATTOCK — St. Thomas’ Hospital — 9 to 
12. Laboratory. 

SIR ARBUTHNOT LANE, and MR. C. H. FAGGE — 
Guy’s Hospital — 2. Cases of Intestinal Stasis and 
Fractures. 

MR. T. B. LAYTON—Guy’s Hospital—2. Examination of 
cases by means of Killian’s swinging laryngoscope. 
Tests of the vestibular nerve in cases of disease of the 
ear and brain. Cases of paralysis of the larynx and 
allied conditions 

MR. J. A. EDMOND — Guy’s Hospital — 11:30. Cases 
of Syphilis of the nose and throat, treated by methods 
used in the British Army. 

MR. JAMES BERRY — Royal Free Hospital — 9 to 12. 
Surgical Cases. 

MR. GAY FRENCH — Royal Free Hospital — 10 to 12. 
Throat, Nose and Ear Cases. 


MR. JOCELYN SWAN —Cancer Hospital — 4:30. 
Tumor of the Kidneys. 

MR. O. L. ADDISON — Hospital for Sick Children — 4 
to 5. Cases of Syphilitic Osteitis in Children. 


Thursday, July 30th 


DR. R. S. TREVOR — St. George’s Hospital — 2 to 4. 
Pathological Specimens in the Museum. 

MR. J. CUNNING — Royal Free Hospital — 2 to 5. 
Surgical Cases. 

MRS. VAUGHAN SAWYER — Royal Free Hospital — 
10 to 12. Gynecological Cases. 

MR. J. CUNNING — Cancer Hospital — 4:30. Cancer 
of the Breast. 

DR. G. F. STILL — Hospital for Sick Children — 12 to 
1. Congenital Pyloric Stenosis. 

MEMBERS OF THE STAFF — Demonstrations in the 
Out-Patient Department — St. Peter’s Hospital — 2. 

MR. CUTHBERT WALLACE— ‘St. Thomas’ Hos- 
pital— 4. Demonstration of Prostatic Specimens. 


Friday, July 31st 


DR. W.S. FOX and DR. G. A. SIMMONS — St. George’s 
Hospital — 2 to 4. X-ray and Electro-Therapeutic 
Department. 

DR. W. D’ESTS EMERY — King’s College Hospital — 
9g. Pathological Laboratory. 

MR. C. A. PANNETT — Royal Free Hospital — 2 to 
5. Surgical Cases. 

DR. E. U. WILLIAMS — Royal Free Hospital — 1 to 3. 
X-Ray Department. 

DR. F. E. BATTEN — Hospital for Sick Children — 12 
to 1. The Use of Celluloid Splints in the Treatment 
of Acute and Chronic Infantile Paralysis. 

MR. GEORGE WAUGH — Hospital for Sick Children — 
4 to5. End-Results of Acute Osteomyelitis. 

MR. L. E. C. NORBURY —St. Mark’s Hospital — 
2:30. 


Saturday, August rst 


DR. ROBERT KNOX — King’s College Hospital — 2. 
Radiography. 

DR. SILK and MR. F. F. BURGHARD, with the assist- 
ance of the architect and consulting engineer, will 
show visitors over the new building and explain the 

plans.— King’s College Hospital — 2. 

MRS. WILLEY — Royal Free Hospital—g to 12. 
Gynecological Cases. 

MR. T. H. KELLOCK — Hospital for Sick Children — 
9:30 to 11:30. End-Results of Operative Procedures. 


Days and Hours to be announced 


DR. GILBERT SCOTT—London Hospital — The 
X-ray in Treatment and Diagnosis. 

DR. J. H. SEQUEIRA — London Hospital — Cases of 
Skin Disease of Surgical Interest. 
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MEMBERSHIP IN THE CONGRESS 


Any physician or surgeon in North America 
in good standing may become a member of the 
Clinical Congress by registering at any annual 
meeting and paying the registration fee. 

Automatically the subscribers to SURGERY, 
GYNECOLOGY AND OBSTETRICS, the official jour- 
nal of the Congress, will receive invitations with- 
out request. Other members of the profession 
who desire to attend will receive formal invita- 
tions upon request to Franklin H. Martin, M. D., 
General Secretary, 30 North Michigan Boulevard, 
Chicago. 


REGISTRATION FEE 

A registration fee is required of each surgeon 
upon registration, at which time a membership 
card will be issued. 

Unlike conditions prevailing in most medical 
societies, where annual dues are paid by each 
member without regard to his attendance at any 
meeting of the society, the payment of a registra- 
tion fee is required of a member of the Congress, 
only when he is in attendance at an annual 
session. 

The purpose of this fee is to provide funds to 
meet the expenses of preparing for and conduct- 
ing the annual meeting, in order that no financial 
burden may be imposed upon the members of the 
profession in the city entertaining the Congress. 
Judging from past experience, the amount 
received from such fees will be barely sufficient 
for the purpose, so that payment of the fee is 
expected of all who register. 


MEMBERSHIP CARDS 
Each surgeon who desires to attend the clinics 
and evening sessions must register at headquar- 
ters and secure a membership card. Admission 
to all clinics and evening sessions will be strictly 
limited to members of the Congress upon pre- 
sentation of such membership cards. 


RESERVED TICKETS 


Reserved tickets for all clinics and demon- 
strations, properly numbered and couponed, 
corresponding to the capacity of each operating 
room, will be issued. Provision will be made 


by which these tickets may be arranged for in 
advance, based, of course, on the tentative 
In the contingency of the popularity 


program. 


of certain clinics resulting in an unusual demand 
for tickets thereto, the tickets will be distributed 
in order of application day after day until all 
applications have been satisfied. 


SPECIAL RATES 


Special reductions of 25 per cent to the mem- 
bers of the Congress and immediate families are 
announced by the International Mercantile 
Marine Lines for the trip to England after July 
oth and on other lines after July 15th. The same 
reduction applies for the return trip up to August 
15th on the former lines and to August 2oth on 
the latter. This discount will of course not be 
allowed to apply on bookings to bring them below 
the mininum rate. Further information can 
be had from Mr. J. P. McCann, Transportation 
Manager, Marbridge Building, New York City. 


LONDON HOTEL 

In addition to the Cecil and Savoy, there are a 
large number of hotels centrally located which 
have agreed to make advance reservations for 
members of the Congress. These hotels include 
among others, the Carlton, Metropole, Grand, 
Victoria, Grosvenor, Imperial, Russell, Waldorf, 
Ritz, Piccadilly, Great Central, First Avenue, 
Richelieu, St. Ermins, Hans’ Crescent, Windsor, 
Langham, Royal Palace. 

While there will be no difficulty in securing 
hotel accommodations somewhere in London 
during the week of the Congress, it is advisable 
to make reservations early. 


Notice. —It is proposed to arrange a golf 
match between teams representing London sur- 
geons and North American surgeons, on one of 
the afternoons during the week of the Congress. 
Arrangements will be made for the matches to 
take place at seven or eight of the numerous 
courses around London. In this way it will be 
possible to arrange for 50 or roo couples to take 
part without crowding, as the number of couples 
playing on the same course will be limited to ten 
or twelve. 

Members of the Congress who desire to play 
are requested to send their names and handicap 
to Mr. Herbert Paterson, at the London Office of 
the Congress, 1 Wimpole St. W. 
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THE CLINICAL CONGRESS IN LONDON 


It was very fitting that an enthusiastic invita- 
tion should come to the Clinical Congress of 
Surgeons to hold its next session in London; at a 
time when the Congress had shown its popularity 
by an attendance that taxed the clinical capacity 
of the three great medical centers of America — 
Philadelphia, New York, and Chicago. 

The London invitation came as the result of a 
carefully prepared campaign on the part of a 
number of the leading clinicians of that metropo- 
lis, and as the direct outcome of the deliberation 
of a committee representing the large hospitals 
and teaching institutions of London. 

The invitation was delivered in person by a 
sub-committee consisting of Sir Rickman J. 
Godlee, Sir Arbuthnot Lane and Mr. Herbert 
Paterson. Each of these gentlemen made a short 
address at the business meeting of the Congress 
and asked that the next meeting be held in 
London. 

Sir Rickman Godlee read the following letter 
from the Secretary of the London Committee: 


“A committee consisting of London surgeons, represent- 
ing our hospitals in London, desires me to ask you to con- 
vey to the Clinical Congress of Surgeons of North America 
the following resolution: 

“That the members of this committee will do every- 
thing possible to make satisfactory arrangements whereby 
the members of the Clinical Congress of Surgeons of North 
America may see and study the work done by the London 
surgeons in London. 

“T feel sure that I am only voicing the wish of the 
members of this committee when I ask you to extend this 
invitation to the members of the Clinical Congress of 
Surgeons of North America. 

(Signed) HERBERT S. PENDLEBURY.” 


The London Committee, which has been pre- 
paring for the Congress for nearly a year, and 
which will represent the nucleus of the Committee 
on Arrangements for the Congress, consists of 


representatives appointed by twenty-two large 
clinical institutions in London. 

The time selected for the meeting is the week of 
July 27, 1914. This date is propitious from sev- 
eral standpoints: It comes at the end of the social 
season, when hotel accommodations are ample: 
immediately preceding the vacation season of 
the London surgeons; at a time when the weather 
in London is delightful; corresponding too to the 
season usually selected by American surgeons for 
their own vacations. 


PRELIMINARY LONDON COMMITTEE 
The representatives selected to act upon the 
committee for the hospitals in London, and the 
surgeons from the hospitals extending the invita- 
tion to the Congress, are as follows: 


St. Bartholomew's Hos pital 

Representative: Mr. McAdam Eccles. 

Surgeons: Sir A. A. Bowlby, Mr. D’Arcy Power, 
Mr. H. J. Waring, Mr. R. C. Bailey, Mr. L. B. 
Rawling, Mr. G. E. Gask, Mr. C. G. Watson, 
Mr. G. Ball. 

St. Thomas’ Hospital 
Representative: Mr. Cuthbert Wallace. 
Surgeons: Mr. G. H. Makins, Mr. W. H. Battle, 

Mr. C. A. Ballance, Mr. H. B. Robinson, Mr. E. M. 
Corner, Mr. P. W. G. Sargent, Mr. C. A. R. Nitch. 


Westminster Hospital 
Representative: Mr. Walter Spencer. 
Surgeons: Mr. C. Stonham, Mr. W. G. Spencer, 
Mr. A. H. Tubby, Mr. W. Turner, Mr. A. H. Evans 
Mr. E. Rock Carling, Mr. J. M. G. Swainson. 


Guy's Hospital 
Representative: Mr. C. H. Fagge. 
Surgeons: Sir W. A. Lane, Mr. L. A. Dunn, 
Sir Alfred Tripp, Mr. F. J. Steward, Mr. R. P. 
Rowlands, Mr. P. Turner, Mr. E. C. Hughes. 
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St. George's Hospital 
Representative: Mr. H. S. Pendlebury. 
Surgeons: Mr. G. R. Turner, Mr. F. Jaffrey, 


Mr. T. C. English, Mr. Ivor Back, Mr. W. F. Fedden. 


London Hospital 

Representative: Mr. J. Sherren. 

Surgeons: Sir F. Eve, Mr. J. Hutchinson, Mr. 
T. H. Openshaw, Mr. H. P. Dean, Mr. P. Furnivall, 
Mr. R. M. Higby, Mr. H. Lett, Mr. Russell Howard, 
Mr. R. Warren, Mr. F. S. Kidd, Mr. R. Milne. 


Middlesex Hospital 


Representative: Mr. T. H. Kellock. 

Surgeons: Sir A. P. Gould, Sir J. Bland Sutton, 
Mr. J. Murray, Mr. W. S. Handley, Mr. G. Taylor, 
Mr. A. E. Johnson. 


University Hospital 
Representative: Mr. R. Johnson. 
Surgeons: Sir Rickman J. Godlee, Mr. A. E. J. 
Barker, Mr. B. Pollard, Mr. W. B. L. Trotter, 
Mr. H. M. Davies. 


King’s College Hospital 
Representative: Mr. F. F. Burghard. 
Surgeons: Sir W. W. Cheyne, Mr. A. B. Barrow, 
Mr. A. Carless, Mr. G. L. Cheatle, Mr. T. P. Legg. 


St. Mary’s Hospital 
Representative: Mr. W. H. Clayton Greene. 
Surgeons: Mr. J. E. Lane, Mr. V. W. Low, 

Mr. S. Maynard Smith, Mr. Duncan Fitz-Williams, 
Mr. V. Z. Dope. 


Charing Cross Hospital 
Representative: Mr. H. S. Clogg. 
Surgeons: Mr. Stanley Boyd, Mr. H. F. Water- 
house, Mr. Chas. Gibbs, Mr. P. L. Daniel. 


Royal Free Hospital 
Representative: Mr. James Berry. 
Surgeons: Mr. W. H. Evans, Mr. T. P. Legg, 
Mr. J. Cunning, Mr. G. Pannett. 
Ophthalmic Surgeon: Mr. H. Work Dodd. 
Gynecologists: Mrs. Vaughan Sawyer, Mrs. Willey. 
Throat and Ear Surgeon: Mr. J. G. French. 


Metropolitan Hospital 
Representative: Mr. Maynard Heath. 
Surgeons: Mr. Peter Daniel, Mr. C. G. Watson, 

Mr. W. Ashdowne, Mr. H. Curtis, Mr. R. C. Elmslie. 
Ophthalmic Surgeon: Mr. E. W. Brewerton. 
Gynecologist: Mr. H. J. Playfair. 


TRANSPORTATION 


It has been suggested to the Executive Commit- 
tee of the Congress by a number of the members 
that the visit of the American surgeons to Lon- 
don might be made more enjoyable and that the 
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Cancer Hospital 
Representative: Mr. C. Ryall. 
Surgeons: Mr. W. E. Miles, Mr. R. H. Jocelyn 
Swan, Mr. J. Cunning, Mr. J. H. Evans, Mr. Cecil 
Rowntree, Mr. H. W. Wilson. 


Hospital for Sick Children 

Representative: Mr. G. E. Waugh. 

Surgeons: Sir W. A. Lane, Mr. T. H. Kellock, 
Mr. E. M. Corner, Mr. O. L. Addison, Mr. H. A. T. 
Fairbank. 

West London Hospital 

Representative: Mr. Tyrrell Gray. 

Surgeons: Mr. A. Baldwin, Mr. D. Armour, 
Mr. J. G. Pardoe, Mr. H. S. Souttar. 

Ophthalmic Surgeon: Mr. H. Percy Dunn. 

Gynecologist: Dr. Drummond Robinson. 

Throat Surgeon: Dr. H. J. Davis. 


National Hospital 


Representative: Mr. Percy Sargent. 
Surgeons: Sir V. Horsley, Mr. Donald Armour. 


St. Peter’s Hospital 
Representative: Mr. J. Thomson Walker. 
Surgeons: Mr. S. F. Edwards, Mr. P. J. Freyer, 

Mr. J. G. Pardoe, Mr. J. S. Joly. 


Prince of Wales’ Hospital 
Representative: Mr. H. W. Carson. 
Surgeons: Mr. E. Gillespie, Mr. J. Howell 
Evans. 
Gynecologist: Dr. A. E. Giles. 
Throat Surgeon: Mr. H. D. Gillies. 


Hampstead Hos pital 
Representative: Mr. J. Jackson Clarke. 
Surgeons: Mr. J. W. Thomson Walker, Mr. S. A. 

Boyd, Mr. Chas. Woodward, Mr. G. E. Waugh, 
Mr. H. Tyrrell Gray. 
Ophthalmic Surgeon: Mr. M. L. Hepburn. 
Gynecologist: Dr. F. E. Taylor. 


St. Mark’s Hospital 
Representative: Mr. P. Lockhardt Mummery. 
Surgeons: Mr. C. G. Watson, Mr. G. Anderson, 

Mr. L. E. C. Norbury, Mr. F. S. Edwards, Mr. A. 
Baldwin. 
New Hospital for Women 
Representative: Miss Aldrich Blake. 
Surgeons: Miss Chadburn, Miss Garrett Ander- 
son, Miss Bolton. 


ARRANGEMENTS 


expenses could be reduced to the minimum by 
appointing a representative to take charge of all 
transportation arrangements, hotel reservations, 
etc. Acting on this suggestion the Executive 
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Committee has engaged Mr. J. P. McCann, 
who has had wide experience in such matters, 
to take charge of this department. He will 
take care of all the details in connection with 
steamship and hotel accommodations, checking 
of baggage, etc. Also under his supervision 
several attractive itineraries will be arranged 
for those who wish to travel in conducted tours 
or excursions, either before or after the Congress, 
to visit the medical centers on the Continent 
and in Great Britain itself, and also for those who 
wish to take sight-seeing excursions. 

Since transatlantic travel is extremely heavy 
at that season of the year, it is urged upon all 
those who expect to attend the Congress that 
they should at once make tentative arrange- 
ments, especially steamship reservations. It 
is expected that the steamship companies will 
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make a substantial reduction in rates on account 
of the Congress in London. Where reservations 
are made through this office previous to the 
official announcement of any reduction in rates, 
members are assured that they will be given the 
full benefit of such reduced rates at the time of 
making the final payment for their passage. 

In order to take advantage of any official 
concessions that may be extended to the Con- 
gress, we strongly advise anyone who contem- 
plates attending the Congress in London to 
make his reservations through this official chan- 
nel. All correspondence with regard thereto 
should be sent direct to the executive offices of 
the Congress, addressed as follows: Clinical 
Congress of Surgeons of North America, 31 N. 
State Street, Chicago, Transportation Depart- 
ment, 


The fourth session of the Clinical Congress of 
Surgeons of North America, held in Chicago 
November roth to 15th, proved an epoch-maker 
in attendance and importance of work accom- 
plished. The Executive Committee had made 
provision to care for a registration of three 
thousand men. This seemed ample in the light 
of twenty-five hundred registrations at the great 
meeting in New York, and the one thousand 
registrations at the Philadelphia meeting. On 
the Sunday evening preceding the beginning of 
the Congress it became very apparent that the 
attendance at the New York meeting and the 
estimated attendance for the present meeting 
were to be exceeded by many hundreds. It was 
at once apparent that it was a wise provision 
that headquarters had been established at two 
hotels, one for the general surgeons and one for 
the surgical specialists. Some confusion occurred 
at the beginning of the meeting because of the 
underestimated attendance, but it was soon ad- 
justed by appropriating another floor of the hotel 
at which the main headquarters were established. 
The actual registration was 3989. On Tuesday a 
new method of handling special tickets was de- 
vised —a regular coupon form of ticket being 
provided for the more important clinics. At future 
meetings this plan will be followed and prospective 
attendants will have an opportunity of securing 
special tickets in advance for the principal clinics. 


THE CHICAGO SESSION OF THE 
SURGEONS OF NORTH AMERICA 


CLINICAL CONGRESS OF 


MEETING FOR THE SELECTION OF REPRESENTA- 
TIVES 

On Tuesday afternoon at 4:00 o’clock the mem- 
bers of the Congress met for the purpose of select- 
ing state and provincial representatives to suc- 
ceed those whose terms had expired. The men 
were grouped, each group representing a state of 
the United States or a province of Canada. 

At this meeting Dr. E. A. Codman, of Boston, 
Chairman of the Committee on Standardization 
of Hospitals, presented a report, which is printed 
in full on another page. 

Following the reading of the report, Dr. Thos. 
D. Walker of St. John, N. B., moved that the 
Secretary of the Congress send a copy of the re- 
port to the Committee on Education of the Ameri- 
can Medical Association and to the Canadian 
Medical Association with the statement that the 
report of Dr. Codman’s committee is approved 
by this body. This motion was seconded and 
carried. 

Dr. E. Payne Palmer moved that the Com- 
mittee on Standardization of Hospitals be 
authorized to send each important hospital on the 
North American continent a copy of this report. 
Motion seconded and carried. 

Dr. T. D. Walker of St. John, N. B., in the 
absence of the Treasurer, Dr. Allen B. Kanavel, 
read the Treasurer’s report. Accompanying the 
Treasurer’s report was a report of an Auditing 
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Company, the Ernest Reckitt Company, which 
stated that the books of the Congress had been 
carefully examined and found correct. It was 
moved and seconded that this report be accepted 
and the accounts be turned over to the auditing 
committee for examination and report. 

The meeting then adjourned, to convene Fri- 
day, November 14th, at 4:00 o'clock. 


ADJOURNED BUSINESS MEETING 

Held in the Gold Room of the Congress Hotel, 
November 14, 1913. 

The first order of business was the reception of 
the London Committee, consisting of Sir Rickman 
J. Godlee, Sir Arbuthnot Lane, and Mr. Herbert 
Paterson. The communication presented by this 
committee will be found on another page. 

On motion of Dr. Lewis S. McMurtry the invi- 
tation to hold the next Congress in London was 
unanimously accepted. 


COMMITTEE ON STANDARDIZATION OF SURGERY 


The Secretary reported that the Committee on 
Standardization of Surgery appointed at the 
New York meeting had employed its time in 
organizing the American College of Surgeons. 
The convocation of the American College of 
Surgeons held on November 13th was pointed to 
as the result of the committee’s work. Dr. Martin 
urged that a similar committee be continued to 
co-operate with the American College of Surgeons 
and other societies of the United States and Can- 
ada in furthering the higher standardization of 
surgery. On motion of Dr. Herbert A. Bruce of 
Toronto it was moved that a Committee on the 
Standardization of Surgery be appointed for 
another year. It was suggested that the personnel 
of this committee be changed and that a new 
committee be appointed by the President. The 
Committee on Standardization of Surgery ap- 
pointed by Dr. George E. Brewer consists of: 
Drs. Lewis S. McMurtry, Louisville, Chairman; 
Charles H. Peck, New York City; H. P. Newman, 
San Diego; Wm. Lewis Cousins, Portland, Me.; 
Charles S. Davison, Chicago. 


REPORT OF CANCER CAMPAIGN COMMITTEE 


Dr. Cullen, Chairman of the Committee ap- 
pointed at the New York meeting to make a 
campaign of education on the cancer problem, 


then made his report, which will be found on a 
following page. 

Dr. McMurtry presented the following resolu- 
tion: 

Resolved, That the Clinical Congress of Surgeons 
now assembled, has watched with great interest 
and satisfaction the formation of the American 
Society for the Control of Cancer. We are famil- 
iar with the objects for which it was formed and 
believe there is urgent need for its existence. We 
know those who are charged with the management 
of the society, and believe that they will be hon- 
est in their efforts and steadfast in their purpose 
to check, and it is hoped eventually to control, the 
ravages of that scourge which constitutes the com- 
mon enemy of all mankind. We pledge our loyal 
support to the American Society for the Control 
of Cancer and earnestly commend their efforts to 
thinking people of all professions everywhere. 
We further request Drs. Thomas S. Cullen, How- 
ard C. Taylor, C. Jeff Miller and F. F. Simpson 
to represent the interests of this Congress in the 
Executive Committee of the American Society for 
the Control of Cancer for the coming year. 

A second motion was made by Dr. G. Clowes 
VanWart of Fredericton, N. B., that the Cancer 
Campaign Committee also act in co-operation 
with the American Medical Association and the 
Canadian Medical Association. 


REPORT OF THE NOMINATING COMMITTEE 


The Nominating Committee made the follow- 
ing nominations for officers for the ensuing year: 
Dr. John B. Murphy, Chicago, President; 
Dr. George E. Armstrong, Montreal, Vice- 
President; 
Dr. Franklin H. 
Secretary; 
Dr. Allen B. Kanavel, Chicago, Treasurer; 
Mr. A. D. Ballou, Chicago, General Manager. 
On motion of Dr. F. F. Simpson, the Secretary 
was instructed to cast a ballot for each of the 
nominees presented by the Nominating Com- 
mittee. This motion having passed unanimously, 
the Secretary cast a ballot for: 
Dr. John B. Murphy, President, 
Dr. Geo. E. Armstrong, Vice-President, 
Dr. Franklin H. Martin, General Secretary, 
Dr. Allen B. Kanavel, Treasurer, 
Mr. A. D. Ballou, General Manager. 


Martin, Chicago, General 
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REPORT OF THE COMMITTEE ON STANDARDIZATION OF HOSPITALS 


Your Committee on the Standardization of 
Hospitals begs to present the following report: 

We have believed it to be the wish of this 
Congress, that we should examine the ways and 
means by which this body might best do its share 
in the general movement which the public is 
beginning to demand toward increasing the 
efficiency of hospitals. 

We shall presently offer to you three definite 
suggestions for action by which you may mate- 
rially aid this important movement, but first we 
should like to call your attention to the method 
by which we have approached this subject. 

By what standards can we compare hospitals? 
It is obvious that there are many. There may be 
a standard of architecture, of cleanliness, of kind- 
ness to the patients, of nursing, of medical educa- 
tion, etc. To some persons the per capita cost, 
the number of patients annually treated, the 
success in private practice of their medical and 
surgical staff, the quality of the scientific papers 
produced, or the up-to-dateness of the laboratories 
may seem the important elements. Some hos- 
pitals seem satisfied with the famous contribu- 
tions to medical science which some member of 
their staff made a hundred years ago. 

We believe that you will agree with us that even 
cleanliness, marble operating rooms, famous 
physicians and surgeons, up-to-date laboratories, 
and time-honored reputation do not necessarily 
mean that the individual patient will to-day be 
freed from the symptoms for which he seeks re- 
lief. 

Even the standard of kindness cannot replace 
entirely the actual facts of the relief or prevention 
of symptoms or of the prolongation of life. Nor 
does a scientific paper written about the autopsy 
give the patient the satisfaction that a successful 
operation might have done. 

The more time we have spent on this subject, 
the more obvious it has seemed to us that the 
only firm ground on which we can compare hos- 
pitals is by the actual results to the individual 
patient. Even a statistical comparison of the 
results of the treatment of the disease is less 
satisfactory. A patient operated on at the same 
sitting for fibroids of the uterus, gall-stones and 
epithelioma of the nose cannot properly be classi- 
fied under one of these headings for comparison 
with other individuals, nor does this combination 
of diseases form a group frequent enough to 
tabulate. 

A comparison of the morbidity reports of many 


of the best institutions in this country has con- 
vinced us of the futility of the great labor and 
expense which have been devoted to them. Ow- 
ing to diversity of methods of classification they 
are not comparable except in the grossest way. 
Some are arranged by disease alphabetically, 
some by regions, and others by elaborate systems 
modeled after the International List of the 
Causes of Deaths. 

Our impression of the futility of such praise- 
worthy efforts without co-operation and co-ordina- 
tion we have found to be shared by the members 
of the staffs of even those institutions making the 
greatest efforts in this direction. We believe that 
those who compile these statistics would welcome 
a more simple and direct form. We also believe 
that it is almost useless for one hospital to under- 
take statistics of this kind unless other similar 
institutions adopt like methods. 

Since these tables are compiled only from the 
condition of the patient at the time of discharge 
from the hospital they are at best a mere rough 
statement of immediate mortality and do not 
represent the real result to the patient of the 
treatment received. Nevertheless, we are con- 
vinced that no standardization of hospitals can 
be fair which is not based on what the hospital is 
actually doing for its individual patient, and that 
some form of hospital report must be devised 
which will show that each hospital is at least 
making an effort to ascertain whether the results 
of its treatment are satisfactory or not. From 
this point of view a successful operation done in a 
barn is equivalent to a similar one done in an 
expensive modern operating room. Likewise, one 
which was unsuccessful because a famous surgeon 
or teacher was careless or pressed for time is 
worse than one which failed because the operator 
was not a member of the American College of 
Surgeons. 

Further personal investigation of a number of 
the best institutions in the country developed the 
astounding fact that no effort is made to trace the 
patient beyond the gate of the hospital except 
such investigation as is individually made by 
members of the staff for their own interest. A 
patient might be operated upon, leave the hos- 
pital with the wound healed, and yet no effort be 
made to record the result of the operation. In 
other words, we have the paradox that neither 
the hospital trustees, the physician nor surgeon nor 
administrator consider it their business to make 
sure that the result to the patient is good. 
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A factory which sells its product takes pains to 
assure itself that the product is a good one, but a 
hospital which gives away its product seems to 
regard the quality of that product asnot worthy of 
investigation. 

In a way, trustees of hospitals who do not 
investigate the results to their patients do not 
audit their accounts. 

We believe it is the duty of every hospital to 
establish a follow-up system, so that as far as 
possible the result of every case will be available 
at all times for investigation by members of the 
staff, the trustees or administration, or by other 
authorized investigators or statisticians. We 
believe that the publication of such material in 
abstract by case numbers is practical and does not 
entail a disproportionate expense. 

The Committee has distributed a leaflet sug- 
gesting a form of report based on the idea of a 
brief abstract of the individual case. Such a re- 
port would at least be uniform in character and 
could be expanded indefinitely according to the 
means of the hospital. It would at least show the 
essential fact of whether the hospital was making 
an effort to trace its cases. It would also put its 
material at the service of medical science in a form 
much more practical to a statistician than even 
the best prepared morbidity reports at present 
published. 

If hospitals kept such abstracts in available 
form, even if not published, we believe that the 
practical standards of their work would be greatly 
improved and that a definite basis for the com- 
parison of the efficiency of such institutions would 
be fixed. 

A method such as suggested is at present in use 
at the Massachusetts General Hospital of Boston, 
and other similar plans are being tried by a few 
other institutions. 

It would be obviously inappropriate for this 
Clinical Congress of Surgeons to attempt any 
specific suggestion as to forms of hospital reports. 
Bodies such as the American Medical Association 
and the American Hospital Association are more 
fitted to do this since they represent general 
medical science and not a special branch. 

Your committee has been in touch with the 
various committees of these associations and has 
found them already actively working. The Com- 
mittee on Medical Education, of the American 
Medical Association whose chairman is Dr. 
Bevan, has approached the Carnegie Foundation 
with a petition that it should investigate the 
efficiency of American hospitals after a similar 
manner .to that in which they recently investi- 
gated medical education. Since such an investi- 


gation would entail great expense and require 
much time and effort it is unlikely that any un- 
paid board from the medical profession would be 
able to conduct it thoroughly. It is also probable 
that such a question of efficiency would best be 
studied by modern efficiency engineers — not by 
medical men with preconceived ideas. For these 
reasons your Committee would favor any action 
you may see fit to take in adding the petition of 
this body to that of the American Medical Associ- 
ation and American Hospital Association to 
broaden the scope of the investigation beyond 
that of medical education. 

As it is highly probable that the Carnegie 
Foundation will undertake this matter at least so 
far as it concerns medical education, we may now 
consider what this Congress can do to aid them. 

Representing as you do almost all the hospitals 
of the country, there is much which you may 
accomplish by a united, or rather a uniform, effort. 
It is safe to assume that those employed by the 
Carnegie Foundation will thoroughly investigate 
such matters as business efficiency, laboratory 
equipment, and the relations of medical education, 
etc. 

It is in matters connected directly with the 
results of surgical treatment that they will 
need your help. When you return to your hos- 
pitals you can do much to aid the coming Carnegie 
representative by systematizing the methods 
which you already use to trace the results of your 
operations. If you have no such system you 
would do well to get your hospital to establish 
one now, for the demand for it is sure to come. 
In our leaflet we have offered you some sugges- 
tions. 

When a follow-up system is once established it 
will do much toward weeding out the super- 
annuated, the lazy, and ill-trained surgeons of 
your community, even though they hold high 
places. The delayed misfortunes of the brilliant 
operators who do not do the right thing will 
appear from the invisible, and the true surgeon 
who uses his knife to relieve and prevent suffering 
will come to his own. 

Remember that when the question of efficient 
treatment comes up it will be the results of 
the surgeon which are the easiest to put in the 
limelight. 

Your Committee, therefore, has to offer the 
following three suggestions: 

I. That this Congress give the stamp of its 
approval to an investigation of hospitals by the 
Carnegie Foundation and empower its representa- 
tives to urge the Foundation not to limit its 
inquiries purely to the bearings on medical educa- 
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tion, but to classify hospitals according to their 
actual efficiency. 

If. That each of us do what he can to induce 
the trustees of his own hospital to organize a 
follow-up system for all patients treated. 

III. That each of us do what he can to induce 
the fellow-members of his staff to appoint effi- 
ciency committees who may look into present 
conditions in his own hospital, in order that we 
may as far as possible do our own _ house- 
cleaning. 

Such efficiency committees should be composed 
of a member of the trustees, a member of the 
staff, and a superintendent. 

If tracing the results to the patients is equiva- 
lent to auditing the accounts, the trustees should 
take a hand in it. 

In closing this report, your Committee wishes to 
again state its conviction that the essential 
factor which will most contribute to raising the 
standard of American hospitals is the establish- 
ment in each hospital of a follow-up system of 
tracing the outcome of treatment given to each 
individual patient. 


We have spoken of a united or uniform effort 
on the part of the individual members of this 
Congress, and we urge you in the strongest way 
to obtain at your own hospitals the establishment 
of efficiency committees on which the trustees or 
managers as well as the staff are represented. 

Let us make this effort uniform. Let us not 
have the efficiency committee composed in some 
hospitals entirely of members of the staff, but let 
us aim to have all three of the important branches 
of hospital management represented, so that each 
may bear in part the burden of the responsibility 
to the community of the efficient treatment to the 
individual. 

Let it not be said, as it may justly be at present, 
that neither the superintendent nor the manager 
nor the staff feel it their duty to ascertain whether 
the product of their hospital is sound or damaged. 

Respectfully submitted, 
E. A. Copman, M. D., Boston, Chairman. 
W. W. CuipMan, M. D., Montreal. 
J. G. Crark, M. D., Philadelphia. 
A. B. KANAVEL, M. D., Chicago. 
W. J. Mayo, M. D., Rochester. 


END RESULT RECORD SYSTEM SUGGESTED BY THE COMMITTEE 
ON STANDARDIZATION OF HOSPITALS 


Each case which goes to the operating room has a 
Surgeon’s Card which is given to the surgeon to fill 
out as soon as he is through operating. 

After the operation the card goes with the tem- 
perature chart to the patient’s bedside, and at his 
discharge the complication item is filled out and 
O. K.'d by the surgeon. ‘The card is then given to 
the librarian, by whom the data on it are neatly 
transferred to a permanent End Result Card, which 
is filed alphabetically. Cases which are not oper- 
ated on have similar cards made out by their med- 
ical attendants. 


THE FOLLOW-UP SYSTEM 

Each morning a clerk writes a routine letter to 
every patient who was discharged exactly a vear 
before, asking him to report to the accident room or 
to reply by letter. Notes of these replies are made 
on the backs of the end-result cards. (By this plan 
the Massachusetts General Hospital of Boston 
obtains end-result notes of over 50 per cent of the 
cases.) 


THE EFFICIENCY COMMITTEE 
At present it is nobody’s business to see that the 


hospital patient has good results from his treatment 
—operative or otherwise. The trustees leave this 


question entirely to the staff, on the ground that 
their reputations are above reproach. Each mem- 
ber of the staff naturally does not want to call the 
attention of others to his own bad results, and quite 
naturally shirks the odium of publicly criticising 
those of his colleagues. The superintendent, even 
if capable of recognizing carelessness or incapacity 
on the part of the members of the staff, especially if 
they are successful private practitioners, has seldom 
the power or moral courage to protest. 

Therefore, it is essential that a body composed of 
members of all these departments should constitute 
the efficiency committee. What has been every- 
body’s business and yet nobody’s business will 
become their business. They should be strong 
enough to do, at least, three things. 

1. To call the attention of the staff to their waste 
products. 

2. To gain the concentrated attention of the 
superintendent. 

3. To be listened to by the trustees. 

The trustees must be represented on this com- 
mittee—possibly by a paid agent. 

Trustees of hospitals who do not investigate the 
results to their patients do not audit their accounts. 
Even if their product is given away it should be as 
carefully inspected as if it were to be sold. 
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SURGEON’S CARD 


Name 


Smith, John 


Came for reliefof AD, pain, pyrexie and vomiting of 36 hours' duration. 


Acute Appendicitis. 


Preop. Diag. 


Opt'n—Important Points 


Appendix retrocecal - gangrenous -ounce of thick pus. 
Appendectomy and drainage. 


Post-oper. Diag. ACute Appendicitis - gangrenous with abscess. 


None. 


Compl. of Convales. 


THE ANNUAL REPORT 

To compile an annual report it would be merely 
necessary to have the data on these cards edited 
and printed in volume form. Each case would 
always retain its case number and its abstract 
would not be repeated in succeeding reports, merely 
its case number. When a case has once been re- 
ported as dead, it would be left off the list entirely. 

Examples of the way to edit the annual report 
from the end result cards. The editing of such a 
report should be in the hands of the efficiency com- 
mittee. 

EXAMPLE OF ROUTINE CASE 
(Same case as illustrated on cards) 

Case 1022. Aug. Ist, 1912. Man—28. Acute abdom. 
pain for 48 hours. 

Op. Appendectomy—gangrenous appendicitis — drain- 
age. 
“Comp.—None. 

Result—Sept. roth, 1913. 


No sympts. Hernia in scar. 


EXAMPLE OF CASE WITH MULTIPLE LESIONS AND 
OPERATIONS 
Case 1023. Aug. 2d, 1912. Woman—38. Persistent 
indigestion; dysmenorrhoea; metrorrhagia; backache; 
debility; perineal lacerations. 
Op. Plastic repair cervix and perineum. Laparotomy. 


Removal strictured appendix. Reposition retroverted 
uterus (Baldy); cholecystostomy for gall-stones. 

Comp. Retention urine; cystitis; sepsis of abdom. fat; 
phlebitis; protracted convalescence. 

Result—Oct. 1oth, 1913. Enough general improve- 
ment so that patient is able to do housework but still 
suffers from many minor symptoms. 


[Size, 5x 8 inches] 


General condition good. 


[This means that there was no sepsis, bronchitis, cystitis, phlebitis, abscess for- 
mation or any other complication. 


1, 1911. 
28 


Date of Opn Aug. 


Hosp.No. 1022 Ward 


Gas and Ether. 


Anesthet. 


Dictated by 


E. M. White, M. D. 


EXAMPLE OF A LATE NOTE ON A CASE WHICH HAS BEEN 
ABSTRACTED IN A PREVIOUS REPORT 


Case 1024. Result—Aug. 3, 1913. Well. 


EXAMPLE OF CASE WHICH HAS BEEN ABSTRACTED IN A 
PREVIOUS REPORT ON WHICH NO LATE NOTE HAS 


BEEN OBTAINED 
Case 1025. Aug. 11, 1913 (=date of effort to trace)— 
No report. 


EXAMPLE OF A CASE WHICH HAS RETURNED FOR A SECOND 


OPERATION 

(Case on card) 
Case 1022 (date of re-entry). Hernia in scar. 
Op.—Rad. cure. Comp.—None. Result—(date)— 
Well. 


Omission of a case number would mean that by 
reference to a previous annual report the note of 
death would be found. 

A hospital might make it a rule not to continue 
reporting a number for more than one year or 
perhaps five years after discharge. As a matter of 
fact, the result of treatment is usually obvious for 
any disease in one year and in nearly all cases in 
five years. 


ESTIMATE OF COST OF EQUIPPING AND MAINTAINING 
THIS SYSTEM 

To introduce it in your hospital you need the 
money for a card catalogue, i.e., about $4.50 per 
1,000 cards; the money for the clerical salaries— 
one clerk can care for the cards and correspondence 
of about 7,000+ cases per year; also about $100 per 
1,000 cases for postage and stationery. 
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END RESULT CARD 


[Size, 5x8 inches] 


Name Sith, John tow.No. 1OZ2 ave 2B | Bate of | Been 


Addr.of Pt. 21 Charles St., Newton, Mass. 


Addr, of PUs Phys. Dr. Geo. R. Brown ’ 


Preop. Diag. ACute Appendicitis. 


Post-op. Diaz. ACute Appendicitis - gangrenous - with abscess. 
Came for reliefof ADdominal pain, pyrexia and vomiting of 36 


hours! duration. 
opr. Dr. E. M. White. 
Anes. Gas and Ether. 


Opt'n. Impor. Pts. General condition good. Appendix retrocecal- 
gangrenous-abscess ounce of thick pus. Appendectomy. 


Drainage. 


Compl. of Convales. None 
Aut. No. 


[The spaces are purposely made small so that O only the essential facts would be put in them. 


If you have an efficiency committee to use these 
cards as a basis for asking questions, you will save 
the above expense many times over, for it will 
point out to you where your waste products are. 

Every day a patient is delayed by sepsis or other 
preventable complication—is a waste product. 

Every day the patient was in the hospital if the 
operation or treatment was ineffective or inap- 
propriate—was a waste product. 

Every day the use of a bed might have been 
saved by better organization in any branch of the 
hospital service—was a waste product. 

Multiply these by your daily per capita cost. 

A review of these cards will enable your efficiency 
committee to fix the responsibility for these waste 
products, and if the trustees, the staff, and the 
superintendent are each represented on this com- 
mittee, it will have the power and machinery to 
investigate abuses and to correct them. 


ESTIMATED COST OF PRINTING THE ANNUAL REPORT 
PER 1,000 COPIES 

Cases 1022 and 1023 are as long abstracts as 
would ever be necessary, and the minimum length 
is represented by cases 1024 and 1025. Taking 
these cases as an average and using a page 8x10!2 
inches, the printing of an annual report of 1,000 
cases would cost $500, according to the paper and 
type used, and would make a book of 112 pages each. 

It would cost something, but if it were done it 
could not be said of your hospital that it was nobody's 
business to find out the results of the treatment you 
give your patients. 


36 Oak St., Newton, Mass. 
Perm. Addr. of Fr’'nd Chas. H. Wright, 47 Chestnut St., Watertown, Vt. 


dm. Disch'ge 


Aug. liAug. l/Aug.17 
1911.11911.11911. 


. 


Hospitals which do not feel that they can bear 
the expense of printing such an annual report or 
which do not feel that the publicity of such a report 
is wise, can merely have it made for their own use 
in typewritten form. Such hospitals cannot expect 
to standardize in Class A, but their own knowledge 
of their errors may give them hope to appear in 
Class A before many years. 

Hospitals which already publish elaborate ex- 
pensive morbidity reports will find this system less 
expensive, and those institutions which adopt it 
will have the additional stimulus of being able to 
compare their actual results with those of other sim- 
ilar institutions. The great municipal public 
institutions would necessarily appear in a less 
favorable light than endowed or semi-private 
institutions, but they could, at least, set a known 
minimum standard which all other hospitals should 
excel. 

Such an end result report would be useful in the 
following ways: 

t. As an alphabetical card index referring to 
a detailed record of patient. 

2. To enable the surgeon to obtain in a few mo- 
ments the important points and last notes on any 
case in which he is interested. For instance, in a 
coming discussion at a medical meeting he might 
wish to know the results of his cases of a given 
disease. 

3. To form the basis of a disease, region, symp- 
tom or operation cross-index system. 

4. To take the place of records in those hospitals 
where none are kept. 
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5. To save the labor of an elaborate annual re- 
port made by complex cross-index systems, at 
present founded on no uniform principle. 

6. A trustee, a superintendent, or a member of 
the staff or of the efficiency committee, by examin- 
ing on one day of the week the cards of cases dis- 
charged during the week and also all notes of end 
results which have come in during that week, could 
in an hour keep a constant review of the work of the 
whole staff of a hospital of 200 beds. 

7. A member of the staff or some one from 
another hospital who was interested in a rare 
disease, such as tumor of the carotid body, could 
have the records searched for such cases with a 
minimum expense. It would only be necessary for 
a clerk to run his eye over the printed abstract 
reports. This could be done ina short time, even if 
no cross-index system existed. 

8. Statisticians in search of data on a common 
disease, such as cancer, could obtain, for instance, 
the percentage of recurrence in operative cases 
with the utmost ease. The reports of the large 
hospitals, if kept on file in this manner, would be of 
first-class statistical value, and if they referred to 
more elaborate detailed records, so much the better. 

9. The staff would be constantly advised of the 
frequency of the various surgical complications, 
such as sepsis, pulmonary infarcts, and cystitis. 
These complications are ‘‘waste products” and are 
an expense to the hospital equal to the daily expense 
multiplied by each day of delay in convalescence. 
Attention to this item alone would save many times 
the expense of this system. 

1o. The medical public and in a measure the 
general public would be better informed as to the 
prognosis of the various diseases and operations. 


11. It would not take the profession so many 
years to find out that certain operations are or are 
not worth doing. 

12. It would interest the practitioner to inform 
his local hospital of its successes or failures, and it 
would in turn inform him as to which of his patients 
could rightly be cared for at the local hospital with- 
out transfer to a medical center. 

13. It would lead to the specialization of hospitals 
by legitimate success in different branches, and also 
lead to the retirement of the individuals of the med- 
ical and surgical staffs by successful specialization, 
instead of by being unable to keep up appearances 
as to knowledge of the constantly increasing num- 
ber of new facts about all branches. 

14. If this system were in vogue any one of us 
who watch the operations at this Clinical Congress 
could note the numbers of the operations which 
interested us, and a year from now learn whether 
real success attended them. 

15. If this system were adopted by several 
hospitals in the same city, they could easily report 
to each other the results of migratory cases. 

If you see fit to adopt these plans in your hospitals 
you will raise their standards and also the standards 
of the medical profession in your communities. 

These suggestions can be acted on now; perhaps 
later the A. M. A. or the Carnegie Foundation 
might ask you to make further improvements, but 
this system was designed especially to permit ex- 
pansion. The principles on which it is founded are 
basic. When the representative of the Carnegie 
Foundation comes to you, show him that you are 
making a united effort to trace and record your 
cases according to a plan endorsed by the Clinical 
Congress of Surgeons of North America. 


REPORT 


So much has recently appeared in the press 
concerning the value of radium in the treatment 
of cancer that your committee has deemed it ad- 
visable to refer briefly to this subject before de- 
scribing its activities during the past year. 

Mr. Charles L. Parsons of the United States 
Bureau of Mines sums the matter up so well in 
his article, Radium Resources,’ published 
in Science, October 31, 1913, that one can scarcely 
do better than quote him verbatim: 

“Tt is to be greatly regretted that, owing to the 
high price of the material, only three or four 
American surgeons have, so far as the Bureau of 
Mines is informed, been able to use it in quantities 
sufficient for the drawing of decisive conclusions. 
In the progress of the future applications of 
radium to the curing of disease, nothing is more 


OF THE CANCER CAMPAIGN COMMITTEE 


to be feared than its use in nostrums of every 
kind. The “wonders of radium” have been so 
extensively exploited in the public press that 
already the name is being employed as a psycho- 
logical agent in advertisements of all kinds of 
materials, many of which contain no radium at 
all, or, if this element is indeed present, in such 
small quantities that no therapeutic value can be 
expected. As bearing on the need of further 
experiment, attention is called to the fact that the 
concentrated action of large quantities of radium 
may effect cures that have been impossible with 
the smaller amounts heretofore available to the 
medical profession. It is doubtful if there is at 
the present time in the hands of the medical 
profession of America more than a single gram 
of this rare element, and the results of investiga- 
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tions soon to be published will show that the 
concentrated action of the gamma rays from 
several hundred milligrams arrest certain forms 
of cancer and other malignant growths, when 
smaller quantities are without beneficial effect. 
It is highly important that the medical profession 
should also have some guarantee of the material 
they purchase, even if it is purchased in small 
quantities, and I am glad to note that the United 
States Bureau of Standards is preparing to 
standardize radium preparations.” 

From what Mr. Parsons says it is Clearly evi- 
dent that the supply of radium in this country is 
as yet very limited and that only three or four 
surgeons in the United States have had sufficient 
quantities of radium to enable them to satis- 
factorily test the efficacy of this mineral in the 
treatment of cancer. 

In the hands of these surgeons the immediate 
effects on the cancer have in some instances been 
wonderful, the growth literally melting away in a 
few days. Some of these patients, it is true, have 
later succumbed to the disease, but others up to 
the present time have remained apparently well. 
Of course, these patients must be watched for at 
least one or two years more before it can be 
definitely stated that they are cured. Only 
time will tell what percentage of cancer cases 
can be cured with radium. In the meantime the 
surgeons engaged in the study of radium strongly 
advise the employment of surgical means in all 
cases of cancer in which operation offers a satis- 
factory chance for a permanent cure. 

This evening we are to hear from Professor 
Gauss what has been accomplished with meso- 
thorium in the Freiburg Clinic. 

At the New York meeting of this Congress 
held one year ago it was clearly demonstrated 
that the laity had a very hazy idea of just what 
cancer is and how it can be most successfully 
combated. 

The following facts were emphasized: During 
the last decade several earnest cancer campaigns 
had been waged. The main object of these had 
been to point out to the family physician what 
might be accomplished by early operation and to 
urge him to send his patients to the surgeon at the 
earliest possible moment. Notwithstanding the 
splendid efforts in this direction little had been 
accomplished, not because the physicians were 
necessarily negligent, but because the patients 
did not present themselves to the physician until 
the disease was far advanced. Hence it was 
finally realized that if satisfactory results were 
to be accomplished the message must be carried 
directly to the people. It was pointed out that 
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fifteen or twenty years age it was very difficult 
to prevail upon persons with appendicitis to be 
operated upon; now with the knowledge they 
have, after appendicitis has been diagnosed, 
operation is sought at once, and the only question 
asked by the patient or his relatives is, “To what 
hospital shall I go?”’ Similarly, as soon as the 
laity are made fully aware of the cancer situation, 
they will on the first sign of the disease present 
themselves for examination and will gladly avail 
themselves of surgical aid. 

The Clinical Congress, fully realizing the neces- 
sity for immediate action, gave the subject most 
careful consideration, and mainly through the 
efforts of its secretary, Dr. Franklin H. Martin, 
a Committee consisting of Dr. E. C. Dudley of 
Chicago, Dr. C. Jeff Miller of New Orleans, Dr. 
F. F. Simpson of Pittsburgh, Dr. H. C. Taylor of 
New York, and the speaker, were appointed. 

The Committee was instructed to write, or 
have written, articles on the subject of cancer, and 
were further instructed to have these published 
in the daily press and weekly or monthly mag- 
azines as might be deemed most expedient. 
Your Committee has proceeded cautiously, and 
through the aid of that master organizer and 
medical editor, George H. Simmons, was able 
to enlist the co-operation and support of some of 
the most representative magazines in the country. 
Mr. Bok, editor, and Mr. Harriman, managing 
editor, of the Ladies’ Home Journal, manifested 
the deepest interest in the campaign. After 
much thought they came to the conclusion that a 
lay writer could better reach the public ear, and 
they naturally selected Mr. Samuel Hopkins 
Adams, who has proved himself such a dominant 
factor in the campaign against patent medicines, 
and who, in June of this year, was made an asso- 
ciate member of the American Medical Associa- 
tion in recognition of his splendid crusade. Mr. 
Adams, after visiting various surgical clinics 
throughout the country, wrote a most compre- 
hensive article on the subject, which was first 
published in the Ladies’ Home Journal for May, 
1913. It is well worth a thorough perusal, not 
only by every layman, but also by each member 
of the medical profession. 

Collier’s Weekly for April 26, 1913, and the 
May number of McClure’s Magazine also con- 
tained admirable articles on the same subject 
from Mr. Adams’ pen. The medical profession 
is under a deep debt of gratitude to Mr. Bok, Mr. 
Harriman, Mr. Collier and Mr. McClure for so 
freely opening their pages for the enlightenment 
of the public on this very important subject. 

It has been estimated that these three articles 
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reached a reading public of between eight and 
ten millions. Harper's Weekly, for March 29th, 
also contained a timely article urging cancer 
patients to be operated upon without delay. 
Abstracts from the magazine articles appeared 
in many of the daily papers throughout the coun- 
try. The Baltimore Sun contained a full column, 
the Baltimore News and the Baltimore American 
each devoted ample space to the subject. The 
New Orleans News-Item gave a full abstract of 
Mr. Adams’ article from McClure’s and the 
Detroit News Tribune for Sunday, April 27, 1913, 
with the permission of the Ladies’ Home Journal, 
copied Mr. Adams’ article in full. I have just 
mentioned a few of the daily papers that have 
given this matter wide publicity. The entire 
press of the country has been most liberal in its 
dissemination of our knowledge of cancer. Nor 
was this support confined to the papers of the 
United States. The Canadian journals have also 
strongly emphasized the necessity that sufferers 
from cancer should have the condition attended 
to promptly. I have splendid clippings from the 
daily press of London, Toronto, Montreal, St. 
John, N. B., Winnipeg and Vancouver. 

Our Committee wishes to express its deep 
sense of appreciation of the hearty support 
given it by the press in the dissemination of this 
knowledge, and feels confident that the press will 
gladly continue to publish any new data on the 
subject, until everyone on the continent has a 
clear idea of just what cancer is, what its early 
symptoms are, and how it can best be treated. 

Our Committee was particularly anxious to 
find out what influence Mr. Adams’ article had 
had on the community at large and it was not 
long before data were forthcoming. Within a 
week after the appearance of Mr. Adams’ pub- 
lication a colleague of mine told me that he had 
just operated upon a patient for cancer of the 
breast. The nodule was not larger than a pea; 
and when asked why she had come so early the 
patient said she had just read the article in the 
Ladies’ Home Journal and felt that it was unwise 
for her to delay. The outlook in this case is ex- 
cellent. Another colleague had for weeks been 
urging a patient with cancer to be operated on, 
but to no purpose. Within three days after the 
appearance of the article, which she had carefully 
read, she entered the hospital and was operated 
upon. Dr. C. Jeff Miller of New Orleans, one 
of our Committee, wrote me that as a result of the 
article in the Ladies’ Home Journal a lady soon 
came to him with an early cancer. Dr. T. C. 


Kennedy of Indianapolis, under date of May 13, 
1913, writes: ‘A lady out in the state noticed a 


lump in the left breast. Seeing the article in the 
Ladies’ Home Journal she immediately consulted 
her family physician, who referred the case to me. 
I operated on her at St. Vincent’s Hospital last 
Thursday, doing a Halsted. Here is a case that 
has a good chance of getting entirely well, as it 
was taken early.” 

Dr. Franklin H. Martin of Chicago early in 
May of this year saw a beginning carcinoma of the 
breast. The husband had just read the article 
in the Ladies’ Home Journal, and insisted on his 
wife consulting a surgeon. Dr. Martin removed 
the entire breast and axillary glands, and feels 
sure that the outlook for a permanent cure is 
excellent. 

It is evident, then, that the knowledge of 
cancer has already been widely disseminated and 
it is bound to bear fruit. The more the subject 
is investigated, the clearer it becomes that if the 
women of the country are made aware of what 
can be done if cancer patients apply early for 
treatment, it will be unnecessary to pay much 
attention to the men. If men are sick, unless 
very ill, they pay no attention to it, and only 
after they are urged by their mothers, wives, 
sisters or daughters, do they seek medical aid. 
As a matter of fact the woman is the health 
guardian of the household. 

The campaign of education has, however, in 
reality, just begun. It will be necessary to en- 
lighten every member of the community. The 
problem is a complex one—one that cannot be 
handled in the same manner that tuberculosis 
has been. The subject of tuberculosis is easy 
of explanation. The disease not only affects 
the individual, but is a real danger to those in the 
vicinity, consequently those in the neighborhood 
are continually on their guard, and if the patient 
be not careful in the mode of handling his sputum 
this laxity is soon brought to his or her attention 
by those in danger. 

Cancer, on the other hand, affects chiefly the 
patient and is of little danger to those around. 
There is no danger signal such as a cough to draw 
attention to the malady. Of course, if the cancer 
be on the hand or face it may be noted by others, 
but as a rule it is hidden, and the patient only is 
aware of its presence, and her friends do not for a 
moment suspect the true condition until the 
patient appeals for medical treatment, or, as is 
too often the case, drifts along until the sallow, 
cachectic appearance accompanying the late 
stages of the disease clearly demonstrates that 
the individual is suffering from some dangerous 
affection. 

Much can be accomplished through carefuily 
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written and authoritative articles in the daily 
press and in magazines; but this will not be 
enough; the symptoms of each and every form 
of cancer must be indelibly impressed upon 
every individual. For women such information 
can be most satisfactorily disseminated by 
women’s clubs. These clubs have been render- 
ing yeoman service to the country, and their real 
worth is only now receiving its due share of 
appreciation. The men of the community can 
be best reached through short lectures delivered 
in factories or in the clubs that they may be 
affiliated with. This heart-to-heart discussion on 
the subject before small companies of men and 
women is bound to yield results. If such an 
enlightenment is to be accomplished the entire 
medical profession must take an active part in 
the dissemination of this knowledge. 

In some cities the people are waking up to the 
fact that the public school buildings are at most 
used only about thirty-five hours a week. They 
furthermore appreciate the fact that if the maxi- 
mum amount of good is to be accomplished 
there must be concerted action. In wideawake 
communities the schoolhouse has become the 
evening meeting place of theneighborhood. Here 
health talks and lectures on hygiene are given and 
many other topics relating to the welfare of the 
community are discussed. This practical utiliza- 
tion of the public school building will undoubtedly 
soon be adopted in all parts of the country and 
this avenue for the dissemination of the knowledge 
concerning cancer will then probably be the most 
important one. 

The Clinical Congress entrusted our Committee 
with the initiation of this campaign. Your 
Committee finds that accurate data on cancer 
in the United States are very meager. If the 
people of the land are to be enlightened, we must 
keep better records. 

The campaign entails added responsibility on 
the Clinical Congress of Surgeons of North Amer- 
ica. With the increased number of cancer 
patients seeking surgical aid will come a large 
number of border-line cases—cases in which a 
careful microscopical examination of the growth 
must be undertaken to determine whether it is 
cancer or not. If the growth be malignant, opera- 
tion is indicated at once. How many surgical 
clinics throughout the United States are prepared 
to make frozen sections at once and have at their 
command an expert surgical pathologist whose 
opinion can be obtained on the spot? Outside 
the main centers few possess these facilities, and 
in many of the hospitals it is days before an expert 
opinion can be obtained. 


Among the many good surgeons throughout 
the country naturally only a few are surgica 
pathologists. The time is speedily coming when 
every hospital will have a trained expert surgical 
pathologist on its staff, a man whose advice 
can be had at every operation. He will prove to 
be one of the hospital’s most valuable assets. 
Some may ask why we have not more such men. 
The truth is that the young physician must make 
a livelihood and as the pathologist receives, as 
a rule, a mere pittance for his work, few have the 
scientific perseverance to enter this field. If the 
work was made satisfactorily remunerative 
plenty of capable men could be induced to enter 
this field; and when they have once learned what 
a fascination there is in following an individual 
case to its very rock bottom, in obtaining here 
and there a clue enabling them to forecast with a 
degree of definiteness and precision whether this 
or that patient will recover, and in discovering 
every now and then something that has never 
before been known to medical men, the majority 
of these men will never give up the study of sur- 
gical pathology. But it is only fair that these 
pathologists should be well paid. They are 
really the judges that pass sentence upon this or 
that patient. It is they who determine for the 
surgeon whether a radical operation is necessary 
or not. It is the duty of this Congress to see that 
in the near future every hospital has a well 
trained surgical pathologist attached to its staff. 
Otherwise much of the value of your cancer 
campaign will be lost. 

Your Committee wishes to draw attention to 
the absolute necessity in every case of cancer of a 
thorough operation. To accomplish the maxi- 
mum amount of good for the increased number 
that will come for operation as a result of our 
labors, our surgeons must be thoroughly con- 
versant with the anatomy of the parts concerned 
and must have a full knowledge of the paths 
along which the cancer travels from its point of 
origin. In cancer of the lip, for example, the 
operator must consider the removal of the glands 
of the neck. In cancer of the breast he must be 
familiar with the lymph glands that are first 
involved; in cancer of the rectum he must re- 
member that the liver is frequently secondarily 
invaded, and that if such be the case, an extensive 
rectal operation is contra-indicated. 

On one occasion, while in Europe, meeting one 
of my Baltimore colleagues on the street, I said, 
“Why, I thought you were going to Dr. 


clinic this morning.” The reply was, “I did. 
He was to do a breast operation at 8.45; I arrived 
This surgeon 


” 


at 9, and the operation was over 
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has a world-wide reputation. If our work is to 
be as superficial and incomplete as it was in this 
case, then it were better not to undertake any 
campaign against cancer. Fortunately for our 
patients, admirable work is being done in many 
clinics, but there are still exceptions. 

AFTER-RESULTS. Hospital management in 
years past has been notoriously lax, but in recent 
times business methods have been introduced 
into many of the newer institutions. It would 
do all medical men good to visit up-to-date 
business houses and see the card-index systems 
and the various short-cut methods employed in 
everyday business. It would also be advisable 
for the trustees of the various hospitals to see to 
it that the same systematic and business-like 
methods are used in the registration of data in 
the hospitals with which they are connected as 
they themselves employ in their businesses. 

This is an age of time-saving devices and all 
business men are keen to see what results have 
accrued from their endeavors along these lines. 
What applies to business applies equally well to 
the subject of cancer. What is the use of operat- 
ing year after year in a routine manner, having 
but a hazy idea of the final outcome. At least 
one tactful clerk in every hospital should be 
assigned to the task of keeping in constant con- 
tact with patients who have been operated on. 
In this manner one can at a glance tell how many 
patients have been relieved by operation. The 
results of one operator can be compared with 
those of another—of course in a fraternal and not 
hypercritical spirit; for there is no doubt that a 
runner can always make better progress with a 
pacemaker. The careful analysis of a large 
number of cases will always demonstrate wherein 
future improvements can be made, moreover 
this strong evidence of the hospital’s interest in 
their welfare cannot fail to impress its former 
patients, and will stimulate them to urge their 
fellow-sufierers to undergo a similar treatment. 

These data, to be of use, must from time to 
time be thoroughly analyzed and_ published. 
Follow up all your cancer patients, and see what 
has become of them. Many of them will be dead, 
but some that you have lost track of are still 
living and well. You will soon become so in- 
terested in the return letters that you can hardly 
wait for the postman to arrive, and when now 
and then a reply says that the patient is alive 
and well at the end of ten or thirteen years, it 
will warm the cockles of your heart, it will more 
than outweigh many of the disappointing results 
you have had and will make you feel that, after 
all, the fight is well worth keeping up. 


With the increased number of cancer patients 
coming early for operation the percentage of 
cures will naturally be increased and with the 
improved methods of operating this percentage 
will be still further improved. It is this continual 
increase in the number of permanent cures that 
we must keep continually before the public. 

Many of the smaller hospitals have difficulty 
in making ends meet. Such institutions will 
not be able to furnish funds for the collection of 
the necessary data on cancer. A cancer fund 
could not be put to better use than in paying the 
salaries of capable young physicians who would 
carefully analyze the cancer results of the smaller 
institutions. If all statistics could be utilized, 
in a few years the cancer committee would have 
an abundant and really valuable amount of in- 
formation on the subject. 

Whether the etiology of cancer will soon be 
discovered or not is problematical, but in any 
event the people of the country should be made 
thoroughly cognizant of the early symptoms of 
cancer and of the fact that many may be cured 
by early operation. I can imagine no gift that 
would yield the philanthropist a greater return 
than the satisfaction of knowing that as a result 
of his munificence thousands of lives of cancer 
patients had been saved by prompt operation. 

New workers in an old field are often prone to 
forget the fundamental labors of pioneers in the 
same field, and we should be remiss did we not 
express our appreciation of the labor of those who 
in the past have done so much to bring before the 
general public a judicious amount of knowledge 
upon the subject of cancer. 

In a few words let me give you the message of 
the Cancer Committee of the Clinical Congress 
to the people of America: 

Cancer is a very common malady. 

In the beginning it is a strictly local process 
and not a blood disease. 

It is easily cured when removed early in its 
course. 

It is incurable in its later stages. 

It is no respecter of race, creed or social dis- 
tinction. ‘ 

It is the common enemy of all mankind. 

Earnest thinking people in all walks of life 
must combine to make a determined fight against 
this relentless foe. 

Tuomas S. CuLLEN, M.B., Baltimore, Chair- 
man, 

E. C. M.D., Chicago, 

C. JerF MILLer, M.D., New Orleans, 

F. F. Srmpson, M.D., Pittsburgh, 

H. C. Taytor, M.D., New York. 
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HE 1914 Congress will soon be in session. 
The last of July will find a notable gather- 
ing of surgeons and surgical specialists in 

London to witness the British surgeons as they 

exhibit their surgical skill in their accustomed 

environment and in their own institutions. The 
wonderful interest that has been engendered in 
these Congresses in Chicago, Philadelphia, and 

New York on the part of American surgeons will 

be greatly heightened when they have the oppor- 

tunity to stand shoulder to shoulder with their 

English and Continental confréres and observe 

the London clinical methods. In a few years 

this idea of holding a clinical meeting has revolu- 
tionized the conduct of medical societies in Amer- 
ica, and it now remains to be demonstrated 
whether or not the same idea will meet with 
similar approval by the surgeons of England. 
During the days of the Congress the clinics by 
eminent London surgeons will be observed by 
many visitors from America, Canada, the Conti- 
nent, and the Provinces. At the evening sessions 
the scene will be changed, when the celebrated 
surgeons of the Continent, America, Canada, and 
the Provinces will reciprocate by furnishing the 
scientific entertainment to the members of the 
Congress and to the London surgeons, delivering 
messages on the live surgical questions of the day. 
A review of the Clinical Program, printed on 
the following pages, gives but a fair idea of the 
great interest that is being taken in this session 


OFFICERS OF THE LONDON COMMITTEE 


Honorary Chairman: Sir RICKMAN J. GODLEE 
Honorary Secretaries: Mr. HERBERT J. PATERSON, MR. HERBERT S. PENDLEBURY 


THE CLINICAL CONGRESS 


of the Congress by the London surgeons. The 
work of organization is progressing rapidly and 
by the time the Congress is opened a considerable 
portion of the clinical facilities of London will be 
available to the visiting surgeons. 

The program for the Evening Sessions, as 
printed in this issue, gives only a tentative outline 
of the wealth of interesting material that will be 
presented by the visiting surgeons and briefly 
discussed by the London surgeons. 


LONDON AS A POST-GRADUATE CENTER 

London is a great post-graduate center in med- 
ical instruction and training, and no doubt many 
of the younger visiting surgeons upon discovering 
the advantages to be gained by attending the Lon- 
don clinics will take this occasion to make arrange- 
ments for more formal and prolonged courses, 
either in the immediate future or later. 


HEADQUARTERS OF THE CONGRESS 

The headquarters of the Congress are ideal. 
The embankment suites of entertainment halls 
of the capacious Hotels Cecil and Savoy, located 
side by side in the hospital center of London, have 
been secured for the registration rooms, exhibi- 
tion halls, and evening meeting rooms. These 
great hostelries, with their combined capacity for 
more than fifteen hundred guests, are located 
within a stone’s throw of many of the other fa- 
mous hotels of London. 
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St. Thomas’s Hospital — Albert Embankment, Westminster Bridge, S. FE. 
It is one of the largest London hospitals and contains 603 beds. 


Houses of Parliament. 


Surgeons on reaching London should proceed 
at once to the headquarters, register, and receive 
their membership cards and tickets which will 
admit them to the evening meetings and to the 
clinics. The registration fee is five dollars, or 
twenty-one shillings. 

Those who prefer to do so may register in ad- 
vance and receive their credentials, by sending 
the amount of the fee to the General Secretary, 
Clinical Congress of Surgeons, 30 North Michi- 
gan Avenue Chicago, before July 1st; after which 
time remittance should be sent to the London 
office of the Congress, No. 1 Wimpole St., Lon- 
don, W. England. 


The Hospital faces the Thames and 


BULLETIN ROOMS 

At the Hotel Cecil will be bulletined the 
clinics in General Surgery, Gynecology and 
Obstetrics, Genito-Urinary Surgery, Orthopedics, 
X-ray and Laboratory Demonstrations; at the 
Savoy, the clinics and demonstrations in Surgery 
of the Eye, Ear, Nose and Throat. The program 
for Monday, July 27th, will be bulletined on 
Saturday afternoon, July 25th, two days before 
the opening of the Congress, and on the afternoon 
of each day of the session a complete, accurate 
program of the clinics and demonstrations to be 
given on the succeeding day will be posted on the 
bulletin board. The registration and bulletin 


St. Bartholomew’s Hospital — West Smithfield. E. C. Founded by Rahere in 1123. 
It contains 670 beds in addition to 70 beds for convalescent patients at Swanley in Kent. 


hospital in London. 
picture on the left shows the new wing. 


It is the oldest and second largest 
The 


’ 


CLINICAL CONGRESS OF SURGEONS OF NORTH AMERICA 


Westminster Hospital — Opposite Westminster Abbey, S. W. Was instituted A. p. 1719, incorporated in 1836, 


and contains 215 beds. 


rooms will also be open on Sunday, July 26th, for 
the accommodation of early arrivals. 


MEMBERSHIP IN THE CONGRESS 
Any physician or surgeon legally qualified to 
practice surgery in his community may become a 
member of the Clinical Congress by registering at 
any annual meeting and paying the registration fee. 


Automatically the subscribers to SURGERY, 
GYNECOLOGY AND OssTETRICs, the official jour- 
nal of the Congress, will receive invitations with- 
out request. Other members of the profession 
who desire to attend will receive formal invita- 
tions upon request to Franklin H. Martin, M. D., 
General Secretary, 30 North Michigan Avenue, 
Chicago, or to No. 1 Wimpole St.. London, W. 


Middlesex Hospital — Berners St., W. Founded in 
1745. Its present capacity is 531 beds. 


University College Hospital— Gower St., W. C. 
Founded in 1833. Rebuilt and enlarged in 1897 and 1995. 
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Guy’s Hospital — London Bridge, S. E. The Hospital was founded by Thomas Guy in 1721. It has 620 beds, 


and with its many buildings occupies six acres of ground. 


REGISTRATION FEE — ADVANCE REGISTRATION 
A registration fee is required of each surgeon 
upon registration, at which time a membership 
card will be issued as stated above. North Amer- 
ican surgeons who wish credentials to enable them 
to secure reduced steamship rates may register in 


Royal London Ophthalmic Hospital — City Road, 
B.C. 


advance and receive certificate of membership. 
The registration fee of five dollarsshould be sent to 
the General Secretary, 30 N. Michigan Avenue, 
Chicago, before July rst, or to No. 1 Wimpole 
St., London, W. after July rst. 


Royal Free Hospital—Gray’s Inn Road, W.C. Found- 
ed in 1828 by the late Dr. William Marsden. It contains 
165 beds and treats about 39,300 patients annually. 
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London Hospital— Mile End, E. This Hospital, established in 1740, is the largest hospital in London, having a capacity 


of 922 beds. 


Unlike conditions prevailing in most medical 
societies, where annual dues are paid by each 
member without regard to his attendance at any 
meeting of the society, the payment of a registra- 
tion fee is required of a member of the Congress 
only when he is in attendance at an annual 


session. 


West London Hospital— Hammersmith Road, W. 
Instituted in 1856. 


The purpose of this fee is to provide funds to 
meet the expenses of preparing for and conduct- 
ing the annual meeting, in order that no financial 
burden other than the registration fee may be 
imposed upon the members of the profession in 
the city entertaining the Congress. Judging 
from past experience, the amount received from 


Prince of Wales Hospital— Tottenham, N. The 
hospital was established in 1867. 
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St. George’s Hospital — Hyde Park, S. W. It was 
founded in 1734. It has 436 beds. 190 of which are 
allotted to surgical cases. 


such fees will be barely sufficient for the purpose, 
so that payment of the fee is expected of all who 
attend the clinics or evening sessions. 


RESERVED SEATS FOR CLINICS 

Reserved tickets for all clinics and demonstra- 
tions, properly numbered and couponed, corre- 
sponding to the capacity of each operating room, 
will be issued, and booths will be established at 
headquarters where these tickets may be secured. 

A tentative program will be furnished about 
July rst to all prospective attendants of the Con- 
gress who apply for the same. The program will 
be printed in SurRGERY, GYNECOLOGY AND 
OssTeEtrIcs, the official journal of the Congress, 
and in other medical journals. From this program 
one may make his selection of the clinics he wishes 
to attend and send a written request for reserved 
tickets to Mr. A. D. Ballou, General Manager, 
No. 1 Wimpole St. London, W., stating definitely 
for just what clinics the tickets are desired. 
These tickets will be retained at headquarters 
up to a certain fixed time (to be determined and 
announced later) in the name of the applicant, and 
will be assigned as nearly as possible in order of 
application. That the applicants may not be 
disappointed if the tickets for their first choice 
are exhausted, several selections should be made. 


MEMBERSHIP CARDS 


Each surgeon who desires to attend the clinics 
and evening sessions must register at headquar- 
ters and secure a membership card. Admission 
to all clinics and evening sessions will be limited 
strictly to members of the Congress upon pres- 
entation of such membership cards. 


THE EVENING MEETINGS 

Evening meetings will be held simultaneously 
in two halls; the general surgical program to be 
given in the Grand Hall of the Hotel Cecil and 
the program of the specialties, Surgery of the 
Eye, Ear, Nose and Throat, and Oral Surgery in 
the Ballroom of the Hotel Savoy. 

The meetings will begin at 8.30 o’clock and 
adjourn not later than 11.45. The principal 
papers are to be read by visiting surgeons and a 
time limit of twenty-five minutes has been fixed 
for each address. The papers are to be discussed 
by London surgeons and the discussions limited 
to ten minutes each. ; 


ENTERTAINMENTS 


It has been the policy of the Clinical Congress 
of Surgeons to discourage large entertainments of 
a social nature. The time is so carefully arranged 
and occupied by scientific meetings and clinics 
that there is no proper time for social functions. 


Hospital for Sick Children — Great Ormond St., W. C. 
Instituted in 1852. 
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Then, too, the Congress of necessity must always 
be held in large cities where there is much of 
general interest in the way of theaters, mu- 
seums, and art galleries, which affords enter- 
tainment for those seeking occasional recreation 
and for the accompanying ladies. This plan has 
worked out so well in other cities where sessions 
of the Congress have been held that it is hoped 
the same policy will be observed in London. It 
must be remembered that the burden to the pro- 
fession or a municipality of entertaining large 
medical societies in recent years has become so 
great as to be almost prohibitive. 


SAILING ACCOMMODATIONS AVAILABLE 

It is urged that accommodations for going and 
return passage be arranged for at the earliest 
possible date. The Transportation Manager of 
the Congress is in a position to obtain excellent 
accommodations on any of the leading steamship 
lines at rates that will suit the financial require- 
ments of the inquirer. Reservations can be made 


St. Peter's Hospital — Henrietta St., Covent Garden. 
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St. Mark’s Hospital — City Road, E. C. Founded in 
1835. For the treatment of cancer fistula, etc. 


on some of the late sailing fast steamers, whereby 
a Surgeon may attend the Congress and return 
with the loss of but three weeks’ time. For the 
convenience of those who have not yet ar- 
ranged their sailing dates a list of the steamers 
and their sailing dates going and returning is 
given on pages xlvi and xlvii of the advertising 
department of this journal. 

Members of the Congress are advised to make 
their sailing reservations direct through Mr. J. P. 
McCann, as he is in position to make the best 
choice of accommodations on any of the lines and 
to give all information about the reduction in 
rates and on any other points. Address all 
communications on transportation to Mr. J. P. 
McCann, Transportation Manager, Marbridge 
Building, New York City. 


SPECIAL RATES 

A special reduction of 25 per cent to members 
of the Clinical Congress and their immediate 
families is being made by the International Mer- 
cantile Marine, which includes the White Star, 
Atlantic Transport, American Line, and Red 
Star Line, for passage to London after July oth, 
with the exception of the S. S. “Oceanic,” July 
4th, for which they will grant the reduction; 
and on other lines after July 15th, with the excep- 
tion of the Hamburg American Line, which wil! 
grant the reduction for the “‘Kaiserin Augusta 
Victoria” leaving on July 11th. The Cunard 
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Hampstead General Hospital — Haverstock Hill, N. 
W. Established in 1882. 


and Allan Lines are granting the same reduction 
on and after July 2d and returning until August 
27th from Europe. 

In all cases, the minimum first class rate must 
be adhered to. Under no circumstances can the 


Royal Ear Hospital, 42-43 Dean Street, Soho, W. 
Founded in 1816. 


National Hospital for the Paralyzed and Epileptic — 
Bloomsbury, W. C. Established 1850. 
200 beds. 


fare be less than the minimum rate. Further 
information and full particulars of all sailings can 
be obtained from Mr. J. P. McCann, Transporta- 
tion Manager, Marbridge Building, Broadway 
at 34th Street, New York. 


Royal Westminster Ophthalmic Hospital, King William 
Street, Strand, W. C. Established in 1816. 
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Charing Cross Hospital, 62 Chandos Street, Charing Cross, W. C. Established in 1822. 


LONDON HOTELS 

In addition to the Cecil and Savoy, the 
Headquarters of thé Congress, there are a 
large number of hotels centrally located which 
have agreed to make advance reservations for 
members of the Congress. These hotels include, 
among others, the Carlton, Metropole, Grand, 
Victoria, Grosvenor, Imperial, Russell, Waldorf, 
Ritz, Piccadilly, Great Central, First Avenue, 
Richelieu, St. Ermins, Hans Crescent, Windsor, 
Langham, Royal Palace, and, de Keysers Royal. 

While there will be no difficulty in securing 
hotel accommodations somewhere in London 
during the week of the Congress, it is advisable 
to make reservations early. 


SURGEONS’ INTERNATIONAL GOLF MATCH 

NoticE.— It is proposed to arrange a golf 
match between teams representing London sur- 
geons and North American surgeons, on one after- 
noon during the week of the Congress. Arrange- 
ments will be made for the matches to take place 
at seven or eight of the numerous courses around 
London. In this way it will be possible to ar- 
range for 50 or roo couples to take part without 
crowding, as the number of couples playing on 
the same course will be limited to ten or twelve. 

Members of the Congress who desire to play 
are requested to send their names and handicap 
to Mr. Herbert Paterson, at the London Office of 
the Congress, 1 Wimpole St. W. 
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PROGRAM OF EVENING SESSIONS 
GENERAL SURGICAL DIVISION 
Presidential Meeting, Monday, July 27th, in the Grand Hall, Hotel Cecil 


Formal Opening. 

Address of Welcome by Sir Rickman J. GopLerE, Honorary Chairman of the Londcn Committee. 
Welcome to American Surgeons, by the HONORABLE WALTER HINES PaGE, American Ambassador. 
GrorGE EMERSON BREWER, M. D., New York City: Address of retiring president. 

Inauguration of PRESIDENT JoHN B. Murpny and VIcE-PRESIDENT GEORGE E. ARMSTRONG. 


Proressor A. VON EISELSBERG, Vienna: The Choice of the Operative Method for Ulcer of the Stomach. 
Discussion by Str WATSON CHEYNE and Mr. JAMES SHERREN. 


Joun B. Murpuy, M. D., Chicago, Presidential Address: Arthrodesis and Bone Transplantation; Its Limitations and 
Technique. 


Tuesday, July 28th, in the Grand Hall, Hotel Cecil 


Henry Jewett, F. R. C. P., Dublin: The Use of the Levator-Ani Muscle and the Utero-Sacral Ligament in Prolapse 
Treatment. 
Discussion by Dr. Herbert Spencer, London. 


E. Wyttys ANpDREws, M.D., Chicago: Cure of Hernia “ad Tissue Inlaying or Fascial Implantaticn. 
Discussion by Lawrie McGaviy, F.R.C.S 


Rosert Jones, F. R. C. S., Liverpool: Certain Derangement of the Knee Joint and Their Treatment. 
Discussion by Mr, A. H. Tubby and Mr. Robert Milne. 


Wednesday, July 29th, in the Grand Hall, Hotel Cecil 


GrorcE E. Armstronc, M. D., Montreal: Typhoid Perforation. 
Discussion by SrR ANTHONY Bow LBy, F.R.C.S., London. 


Cuar.es H. Mayo, M. D., Rochester: Primary and Late Results of Operations for Exophthalmic Goiter or Hyper- 
thyroidism. 
Discussion by JAMes Berry, F. R.C.S. 


Thursday, July 30th, in the Grand Hall, Hotel Cecil 


Proressor Doctor Kr6nic, Freiburg, Germany: The Principles of Non-Operative Treatment of Carcinoma. 


JAMES a — M. D., Galesburg, Illinois: The Treatment of Inoperable Carcinoma of the Uterus by the Application 
of Heat 


Tuomas Witson, F. R. C.S., Birmingham: Radical Operative Treatment of Cancer of the Uterus. 
Discussion by Tuomas Watts Eben, F. R. C. S., W. E. Mites, F. R. C. S., London; and Dr. JosepH Cott 
Bioopcoop, Baltimore. 


Friday, July 31st, in the Grand Hall, Hotel Cecil 


ProFEssor TuFFIER, Paris: Transplantation of Ovaries. 
Discussion by Sir John Bland-Sutton. 


Sr Oster, Bart., Oxford: Intestinal Stasis. 
Discussion by Str ARBUTHNOT LANE, Bart. 


Sir BERKELEY Moyni#an, Leeds: Intestinal Stasis, 
Josep Cott BLoopcoop, M. D., Baltimore: Surgery of Intestinal Stasis. 


CLINICAL CONGRESS OF SURGEONS OF NORTH AMERICA 
PROGRAM OF EVENING SESSIONS — Continued 


DIVISION OF SURGICAL SPECIALTIES 
Tuesday, July 28th, in the Ballroom of the Hotel Savoy 


of the Larynx. 
Discussion by Str St. CLAIR THomson, London. 


225 Operations. 
Discussion by Dr. D. R. Paterson of Cardiff. 


Wednesday, July 29th, in the Ballroom of the Hotel Savoy 


of Disease. 
Discussion by Mr. Sipney Scort, London. 


Invasion of the Lateral Sinus. 
Discussion by Mr. HunteER Top, London. 


Thursday, July 30, in the Ballroom of Hotel Savoy 


Symposium on Surgery of the Cleft Palate. 
Ropert W. Murray, F. R. C. S., Liverpool. 
W. W. Govper, M. D., F. R. C. S., Bradford. 
Jouan Utricu, Copenhagen, Denmark. 
TRuMAN W. Bropuy, M. D., Chicago. 
GeorcE V. I. Brown, M. D., Milwaukee, Wisconsin. 
JoserH R. Eastman, M. D., Indianapolis, Indiana. 
Dr. Ernst KAERGER, Berlin. 
Discussions limited to ten minutes each, by Sir William Arbuthnot Lane, London; Edmund Owen, M.B.,F. 


London; James Berry, M. B., F. R. C. S., London; Professor Keith, London; T. Percy Legg, M.S., F. 
London; and Dr. Edward S. Judd, Rochester, Minnesota. 


(Papers to be limited to fifteen minutes each.) 


Friday, July 31st, in the Ballroom of the Hotel Savoy 


R. H. Extiortt, Lt. Col., I. M. S., Madras, India: The Sclero-Corneal Trephining Operation for Glaucoma. 
Discussed by Mr. TREACHER COLLINS. 

Mr. F, Ricwarpson Cross, Bristol: Operative Procedure for Strabismus. 
Discussion by Mr. N. Bishop HARMAN, London. 

Dr. Joun B. Story, Dublin: The Operation for Senile Cataract. 
Discussion by Mr. HoLMEs SPICER. 


ProFEessor E. SCHMIEGELOW, Copenhagen, Denmark: The Results of Operations (Laryngofissure) for Intrinsic Cancer 


Dr. J. M. West, Berlin, Germany: The Intranasal Surgery of the Lachrymal Apparatus, after an Experience with over 


Dr. A. LoGaN Turner, Edinburgh: The Application of Skiagraphy to the Mastoid Region and Its Use in the Detection 


Mr. Hucu E., Jones, Liverpool, England: Some Considerations which Determine the Extent of an Operation in Septic 
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PRELIMINARY CLINICAL PROGRAM 


SURGICAL CLINICS 


Monday, July 27th 
MR. D’ARCY POWER — St. Bartholomew’s Hospital 


— 1:30. 
MR. H. J. WARING —St. Bartholomew’s Hospital — - 


1:30. 
MR... C, 


Bp WATSON — St. Bartholomew’s 

Hospita 

MR. HAROLD | we “WILSON — St. Bartholomew’s Hos- 
ital — 1: 


MR. aL B. ROBINSON — St. Thomas’ Hospital — 2 to 5. 

MR. CUTHBERT WALLACE —St. Thomas’ Hos- 
pital — 2 to 5 

MR. J. E. ADAMS — St. Thomas’ Hospital — 9 to 12. 

MR, E. ROCK CARLING — Westminster Hospital — 9. 

SIR ARBUTHNOT LANE — Guy’s Hospital — 2. 

MR. L. A. DUNN — Guy’s Hospital — 2. 

MR. F. J. STEWARD — Guy’s Hospital — 2. 

MR. C. H. FAGGE — Guy’s Hospital — 2. 

MR. R. P. ROWLANDS — Guy’s Hospital — 2. 

MR. P. TURNER — Guy’s Hospital — 9. 

MR. E. C. HUGHES — Guy’s Hospital — 2. 

MR. R. DAVIES-COLLEY — Guy’s Hospital — g. 

MR. H. S. PENDLEBURY — St. George’s Hospital — 


1:30 to 4. 

MR. T. CRISP ENGLISH — St. George’s Hospital — 
1:30 to 4 

SIR FREDERIC EVE — London Hospital — 2. 

MR. HUGH LETT — London Hospital — 9. 

SIR A. PEARCE GOULD and MR. W. S. HANDLEY 
— Middlesex Hospital — 1:30. 

MR. A. E. BARKER — University College Hospital — 9. 

MR. BILTON POLLARD — University College Hospital 
—2. 

MR. V. Z. COPE — St. Mary’s Hospital — 9. 

SIR WATSON CHEYNE— King’s College Hospital — 2. 

MR. A. CARLESS — King’s College Hospital — 9. 

MR. T. P. LEGG — King’s College Hospital — 9. 

MR. A. EDMUNDS — King’s College Hospital — 2. 

MR. H. F. WATERHOUSE — Charing Cross Hospital 
— 

MR. JAMES BERRY — Royal Free Hospital — 2 to s. 

MR. W. ASHDOWNE — Metropolitan Hospital — 2. 

MR. J. CUNNING and MR. CECIL ROWNTREE — 
Cancer Hospital — 2. 

MR. E. M. CORNER — Hospital for Sick Children — 


9 to 12. 

MR. TYRRELL GRAY — Hospital for Sick Children — 
2 to 5. 

MR. D. ARMOUR — West London Hospital — 2. 

MR. E, Prince of Wales General Hos- 


pital — 1:30 to 4 
MR. LOCKHART! MUMMERY — St. Mark’s Hos- 
pital — 2: 


MISS CHADBURN — New Hospital for Women — 2. 


Tuesday, July 28th 


MR. W. McADAM ECCLES —‘St. 
Hospital — 1:30. 


Bartholomew’s 


MR. R. — BAILEY — St. Bartholomew’s Hos- 
pital — 1: 

MR. G. H. MAKINS — St. Thomas’ Hospital — 2 to 5. 

MR. W. H. BATTLE — St. Thomas’ Hospital — 2 to 5. 

MR. C. A. BALLANCE — St. Thomas’ Hospital — 2 to 5. 

MR. H. B. ROBINSON —St. Thomas’ Hospital —9 


to 12. 
MR. CYRIL NITCH — St. Thomas’ Hospital —g to 12. 
MR. W. G. SPENCER — Westminster Hospital — 2. 
SIR ARBUTHNOT LANE — Guy’s Hospital — 2. 
MR. L. A. DUNN — Guy’s Hospital — 2. 
MR. F. J. STEWARD — Guy’s Hospital — 2. 
MR. C. H. FAGGE — Guy’s Hospital — 2. 
MR. R. P. ROWLANDS — Guy’s Hospital — 2. 
MR. P. TURNER — Guy’s Hospital — 2. 
MR. E. C. HUGHES — Guy’s Hospital — 2. 
MR. G. R. TURNER — St. George’s Hospital — 1:30 
to 4. 
MR. F. JAFFREY — St. George’s Hospital — 1:30 to 4. 
MR. H. M. RIGBY — London Hospital — 2. 


MR. JAMES SHERREN — London Hospital — 9. 
MR. R. WARREN — London Hospital — 2. 

MR. F. KIDD — London Hospital — 2. 

MR. JOHN MURRAY and — ALFRED JOHNSON 


— Middlesex Hospital — 1:3 

MR. T. H. KELLOCK and MR. GORDON TAYLOR 
—Middlesex Hospital — 1:30. 

MR. a D JOHNSON — University College 
Hospital — 

MR. WILFRED TROTTER — University College Hos- 
pital — 2 

MR. WARREN LOW — ‘St. Mary’s Hospital — 9 and 2. 

MR. F. F. BURGHARD — King’s College Hospital — 2. 

MR. G. L. CHEATLE — King’s College Hospital — 9:30. 

MR. STANLEY BOYD — Charing Cross Hospital — 2 


to s. 

MR. W. H. EVANS — Royal Free Hospital — 2 to 5s. 

MR. H. CURTIS — Metropolitan Hospital — 2. 

MR. JOCELYN SWAN and MR. H. W. WILSON — 
Cancer Hospital — 2. 

SIR ARBUTHNOT LANE — Hospital for Sick Children 


— 22. 

MR. — WAUGH — Hospital for Sick Children 
—2t 

MR. A. BALDWIN — West London Hospital — 2. 

MR. O. L. ADDISON — West London Hospital — 9. 

SIR VICTOR HORSLEY — National Hospital — 1c 
Surgery of the head and nervous system. 

MR. of Wales General Hos- 

ital — 1:30 to 4 
MISS ALDRICH BLAKE — New Hospital for Wome: 


Wednesday, July 29th 


SIR ene BOWLBY — St. Bartholomew’s Ho: 
pital — 2 
MR. i J. WARING — St. Bartholomew’s Hospital - 


MR. W. GIRLING BALL —St. Bartholomew’s Ho:- 
pital — 1:30. 


CLINICAL CONGRESS OF SURGEONS OF NORTH AMERICA 


MR. G. H. MAKINS — St. Thomas’ Hospital — 2 to 5. 
MR. W. H. BATTLE — St. Thomas’ Hospital — 2 to 5. 
MR. C. A. BALLANCE — St. Thomas’ Hospital — 2 to 5s. 
MR. H. B. ROBINSON —St. Thomas’ Hospital — 2 


to 5. 

MR. E. M. CORNER — St. Thomas’ Hospital — 9g to 12. 
MR. PERCY SARGENT — St. Thomas’ Hospital — 9 

to 12. 

MR. C. STONHAM — Westminster Hospital — 2. 

MR. J. M. G. SWAINSON — Westminster Hospital — 9. 
MR. IVOR BACK — St. George’s Hospital — 9:15 to 11. 
MR. C. H. FRANKAU — St. George’s Hospital — 9:15 


to II. 

MR. J. HUTCHINSON — London Hospital — 2. 

MR. R. MILNE — London Hospital — 2. 

MR. A. J. WALTON — London Hospital — 9. 

SIR JOHN BLAND-SUTTON and MR. GORDON 
TAYLOR — Middlesex Hospital — 1:30. 

MR. ogg JOHNSON — University College Hos- 

ital — 2 
MR. PMAYNARD SMITH — St. Mary’s — 
SIR CHEYNE — King’s College “Hospital 


MR. = “CARLESS — King’s College Hospital — 2. 
MR. T. P. LEGG — King’s College Hospital — 2. 
MR. CHARLES GIBBS — Charing Cross Hospital — 


2 
MR. JAMES BERRY — Royal Free Hospital — 2 to s. 
MR. J. CUNNING — Royal Free Hospital — 2 to s. 
MR. P. L. DANIEL — Metropolitan Hospital — ro. 
MR. C. RYALL — Cancer Hospital — 2. 
MR. T. H. KELLOCK — Hospital for Sick Children — 


9 to 12. 

MR. L. E. BARRINGTON-WARD — Hospital for Sick 
Children — 2 to 5 

MR. J. HOWELL EVANS — Prince of Wales General 
Hospital — 9:30 to 12:30. 

MR. JACKSON CLARKE — Hampstead General Hos- 
pital — to. 

MR. GEORGE WAUGH — Hampstead General Hos- 
pital — ro. 

MR. SIDNEY BOYD — Hampstead General Hospital 


— I0. 

MR. CHAD WOODWARD — Hampstead General Hos- 
pital — ro. 

MR. ASLETT BALDWIN — St. Mark’s Hospital — 


2:30. 
MISS GARRETT ANDERSON and MISS BOLTON — 
New Hospital for Women — 9. 


Thursday, July 30th 
MR. D’ARCY POWER — St. Bartholomew’s Hospital 


— 1:30. 
MR. R. COZENS BAILEY — St. Bartholomew’s Hospital 


— 1:30. 

MR. L. BATHE RAWLING — St. Bartholomew’s Hos- 
pital — 1:30. 

MR. G. E. GASK — St. Bartholomew’s Hospital — 3:30. 

MR. aa B. ROBINSON — St. Thomas’ Hospital — 2 to 


MR. “CUTHBERT WALLACE — St. Thomas’ Hospital 


MR. E. *aL CORNER — St. Thomas’ Hospital — 2 to 5. 
MR. J. E. ADAMS — St. Thomas’ Hospital — 9 to 12. 
MR. W. TURNER — Westminster Hospital — 9. 

SIR ARBUTHNOT LANE — Guy’s Hospital — 2. 

MR. F. J. STEWARD — Guy’s Hospital — 2. 

MR. C. H. FAGGE — Guy’s Hospital — 2. 


MR. P. TURNER — Guy’s Hospital — 2. 

MR. E. C. HUGHES — Guy’s Hospital — 2. 

MR. R. DAVIES-COLLEY — Guy’s Hospital — 2. 

MR. G. R. TURNER — St. George’s Hospital — 1:30 


to 4. 

MR. T. CRISP ENGLISH — St. George’s Hospital — 
1:30 to 4. 

MR. W. FEDDE FEDDEN — St. George’s Hospital — 


9:15 torr. 
MR. IVOR BACK — St. George’s Hospital — 9:15 to 11. 
MR. C. H. FRANKAU — St. George’s Hospital — 9:15 
to II. 
MR. T. H. OPENSHAW — London Hospital — 2. 
MR. RUSSELL HOWARD — London Hospital — 9. 
MR. F. KIDD — London Hospital — 2. 
SIR A. PEARCE GOULD and MR. W. S. HANDLEY 
— Middlesex Hospital — 1:30. 
MR. A. E. BARKER — University College Hospital — 2. 
MR. DAVIES — University College Hos- 


tal — 
MR. PW. H. CLAYTON-GREEN — St. Mary’s Hospital 
—g and 2 
MR. F. F. BURGHARD — King’s College Hospital — 2. 
MR. A. EDMUNDS — King’s College Hospital — 2. 
MR. H. F. WATERHOUSE — Charing Cross Hospital 


—2tos. 

MR. W. S. FENWICK — Charing Cross Hospital — 9 
to 12. 

MR. C. PANNETT — Royal Free Hospital — 2 to s. 

MR. W. E. MILES — Cancer Hospital — 2. 

MR. H. A. T. FAIRBANK — Hospital for Sick Chil- 
dren — 2 to 5. 

MR. O. L. ADDISON — Hospital for Sick Children — 9 


to 12. 
MR. H. W. CARSON — Prince of Wales General Hos- 
pital — 9:30 to 12:30. 
MR. GORDON WATSON — St. Mark’s Hospital — 2:30. 
MISS CHADBURN — New Hospital for Women — 2. 


Friday, July 31st 


SIR ANTHONY BOWLBY — St. Bartholomew’s Hos- 
ital — 1:30. 
mR? W. McADAM ECCLES — St. Bartholomew’s 
Hospital — 1:30. 
MR. G. H. MAKINS — St. Thomas’ Hospital — 2 to s. 
MR. W. H. BATTLE — St. Thomas’ Hospital — 2 to 5. 
MR. C. A. BALLANCE — St. Thomas’ Hospital — 2 


to 5. 
MR. CYRIL NITCH — St. Thomas’ Hospital — 2 to 5. 
MR. ARTHUR EVANS — Westminster Hospital — 9. 
SIR ARBUTHNOT LANE — Guy’s Hospital — 2. 
R. L. A. DUNN — Guy’s Hospital — 2. 
. F. J. STEWARD — Guy’s Hospital — 2. 
. C. H. FAGGE — Guy’s Hospital — 2. 
. R. P. ROWLANDS — Guy’s Hospital — 2. 
. P. TURNER — Guy’s Hospital — 2. 
. E. C. HUGHES — Guy’s Hospital — 2. 
. F. JAFFREY — St. George’s Hospital — 1:30 to 4. 
. H. S. PENDLEBURY — St. George’s Hospital 
— 1:30 4. 
SIR FREDERIC EVE — London Hospital — 2. 
MR. H. M. RIGBY — London Hospital — 9 
MR. JAMES SHERREN — London ea —2. 
MR. HUGH LETT — London Hospital — 
MR. JOHN MURRAY and MR. ALFRED JOHNSON 
--- Middlesex Hospital — 1:30. 
MR. T. H. KELLOCK and MR. GORDON TAYLOR 
— Middlesex Hospital — 1:30. 
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MR. BILTON POLLARD — University College Hos- 
pital — 2. 
MR. TROTTER — University College Hos- 


MR. 'D. C. i. FITZWILLIAMS — St. Mary’s Hospital 
SIR “WATSON CHEYNE — King’s College Hospital — 


MR. A. CARLESS — King’s College Hospital — 9:30. 
MR. G. L. CHEATLE — King’s College Hospital — 2. 
MR. T. P. LEGGE — King’s College Hospital — 9:30. 
MR. A. EDMUNDS — King’s College Hospital — 2. 
MR. STANLEY BOYD — Charing Cross Hospital — 2 


to 5. 
MR. P. L. DANIELS — Charing Cross Hospital — 9 to 


12. 

MR. W. H. EVANS — Royal Free Hospital — 2 to s. 
MR. H. CURTIS — Metropolitan Hospital — 2. 

SIR ARBUTHNOT LANE — Hospital for Sick Chil- 


dren — g to 12. 
MR. O. L. ADDISON — Hospital for Sick Children — 


2 to 5. 

MR. H. S. SOUTTAR — West London Hospital — 9. 

MR. J. HOWELL EVANS — Prince of Wales General 
Hospital — 1:30 to 4:30. 

MR. J. W. THOMSON WALKER — Hampstead Gen- 
eral Hospital — 

MR. ‘GEORGE WAUGH — Hampstead General Hos- 
pital — 10. 

MR. SIDNEY BOYD — Hampstead General Hospital 


— 
MR. Hampstead General Hos- 
tal, 
MISS ALDRICH-BLAKE — New Hospital for Women 
— 9. 


MR. DONALD ARMOUR — National Hospital — 2. 
Surgery of the Head and Nervous system. 

MR. PERCY SARGENT —National Hospital — ro. 
Surgery of the Head and Nervous System. 


Saturday, August 1st 
MR. W. FEDDE FEDDEN — ‘St. George’s Hospital — 


1:30 to 4. 
MR. IVOR BACK —St. 


to 4. 

SIR JOHN BLAND-SUTTON and MR. GORDON 
TAYLOR — Middlesex Hospital — 1:30. 

MR. eg DAVIES — University College Hos- 
pital — 


MR. ed F. BURGHARD — King’s College Hospital — 


MR. é L. CHEATLE — King’s College Hospital — 2. 
MR. CHARLES GIBBS — Charing Cross Hospital — 


9 to 12. 
MR. H. S. CLOGG — Charing Cross Hospital — 2 to 5. 
MR. C. A. JOLL — Royal Free Hospital — 2 to 3. 
MR. P. L. DANIEL — Metropolitan Hospital — to. 
MR. H. A. T. FAIRBANK — Hospital for Sick Children 


to 12. 
MR. H. TYRRELL GRAY — West London Hospital — 


9. 
MR. E. GILLESPIE — Prince of Wales General Hos- 
pital — 9:30 to 12:30. 


George’s Hospital — 1:30 


Days and Hours to be Announced 
MR. MAYNARD SMITH — St. Mary’s Hospital. 


GYNECOLOGICAL CLINICS 


Monday, July 27th 
DR. W. S. A. GRIFFITH — St. Bartholomew’s Hospital 


—2. 
DR. A. F. STABB and DR. G. F. DARWELL SMITH— 
St. George’s Hospital — 9:15 to 11. 

DR. DRUMMOND MAXWELL — London Hospital — 2. 
DR. JOHN PHILLIPS — King’s College Hospital — 2. 
DR. A. E. GILES — Chelsea Hospital for Women — 9:30. 
DR. S. DODD — Chelsea Hospital for Women — 9:30. 
DR. C. H. ROBERTS — Samaritan Free Hospital for 


Women — 2. 

DR. j. A. a — Samaritan Free Hospital for 
Women — 

DR. DARWE LL SMITH — Samaritan Free Hospital for 
Women — 9. 


Tuesday, July 28th 


DR. J. BARRIS — St. Bartholomew’s Hospital — 9:30. 

DR. WALTER TATE — St. Thomas’ Hospital — 2 to 5. 

MR. H. CHAPPLE — Guy’s Hospital — 9 

DR. COMYNS BERKELEY VICTOR BON- 
NEY — Middlesex Hospital — 1:3 

DR. SPENCER — College Hos- 
pital —9 


DR. G. STEVENS — St. Mary’s—g. (Obstetic 
urgery 


DR. HUGH PLAYFAIR — King’s College Hospital 


DR. T. W. EDEN and DR. C. H. LOCKYER — Charing 
Cross Hospital — 2 to 5 
_ a SAWYER — Royal Free Hospital — 


DR. Ww. a. FENTON — Chelsea Hospital for Women 
DR. VICTOR BONNEY — Chelsea Hospital for Women 
DR. J. B. BANISTER — Chelsea Hospital for Women 
DR. DRUMMOND ROBINSON — West London Hos- 


pital — 
MR. J. fant MALCOLM — Samaritan Free Hospital for 
DR. .% McCANN — Samaritan Free Hospital for 
W omen — 2. 


Wednesday, July 29th 


DR. he S. A. GRIFFITH — St. Bartholomew’s Hos- 
pital — 2. 
MR. G. B. SMITH — Guy’s Hospital — 9 


| 
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DR. F. J. McCANN — Samaritan Free Hospital for 

Women — 2. 

DR. C. LOCKYER — Samaritan Free Hospital for 
Women — 9. 


Thursday, July 30th 
DR. H. WILLIAMSON — St. Bartholomew’s Hospital 


— 9:30. 

DR. WALTER TATE — St 
12. 

MR. H. CHAPPLE — Guy’s Hospital — 9. 

DR. DRUMMOND MAXWELL —London Hospital 


— 9:30. 

DR. COMYNS BERKELEY and DR. VICTOR BON- 
NEY — Middlesex Hospital — 1:30. 

DR. GEORGE BLACKER — University College Hos- 
pital — 2. 

DR. JOHN PHILLIPS — King’s College Hospital — 2. 

DR. H. G. PLAYFAIR and DR. EARDLEY HOLLAND 
— Metropolitan Hospital — 2. 

DR. T. W. EDEN — Chelsea Hospital for Women — 9:30. 

DR. F. L. PRORIS — Chelsea Hospital for Women — 


9:30. 

DR. ARTHUR GILES and DR. J. B. BANISTER — 
Prince of Wales General Hospital — 1:30 to 4:30. 

MR. C. H. ROBERTS — Samaritan Free Hospital for 
Women — o. 

DR. F. J. McCANN — Samaritan 
Women — 2. 

DR. CLIFFORD WHITE — Samaritan Free Hospital for 
Women — o. 


. Thomas’ Hospital — 9 to 


Free Hospital for 


Friday, July 31st 


DR. W. S. A. GRIFFITH — St. Bartholomew’s Hos- 
pital — 2. 


GENITO-URINARY 


Monday, July 27th 
MR. A. R. THOMSON — Guy’s Hospital — 9. 


Wednesday, July 29th 


MR. J. S. PARDOE — West London Hospital — 2. 
. J. FREYER — St. Peter’s Hospital — 2. 


MR. P 
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DR. G. H. D. ROBINSON and DR. S. DODD — West- 
minster Hospital — 2. 

MR. G. B. SMITH — Guy’s Hospital — 9. 

DR. A. F. STABB and DR. G. F. DARWELL SMITH — 
St. George’s Hospital — 9:15 to 11. 

DR. HUGH PLAYFAIR — King’s College Hospital 


— 2. 

DR. T. W. EDEN and DR. C. H. LOCKYER — Char- 
ing Cross Hospital — 2 to 5 

MRS. WILLEY — Royal Free ‘Hospital —g to 12 

DR. COMYNS BERKELEY — Chelsea Hospital for 
Women — 9:30. 

DR. H. J. F. SIMSON — West London Hospital 

DR. ARTHUR GILES and DR. J. B. BANISTER — 
Prince of Wales General Hospital — 9:30 to 12:30. 

MR. J. D. MALCOLM — Samaritan Free Hospital for 
Women — 2. 

DR. C. — — Samaritan Free Hospital for Wom- 

DR. D. w. “ROY — Samaritan Free Hospital for Women 


DR. W. GILLIATT 


-Samaritan Free Hospital for 
Women — o. 
Saturday, August rst 
DR. HERBERT SPENCER — University College Hos- 


pital — 9. 


Days and Hours to be Announced 


DR. JOHN FATRBAIRN and DR. j. P. HEDLEY — 
St. Thomas’ Hospital. 
DR. W. J. GOW — St. Mary’s Hospital. 


MR. J. W. THOMSON WALKER — St. Peter’s Hos- 
pital — 2. 


Friday, July 31st 
MR. F. SWINFORD EDWARDS —St. Peter’s Hos- 
pital — 2. 
MR. G. S. PARDOE — St. Peter’s Hospital — 
MR. J. SWIFT JOLY — St. Peter’s Hospital — 2. 


‘ 


Monday, July 27th 
MR. R. C. ELMSLIE — St. Bartholomew’s Hospital — 


3:30. 
MR. A. H. TUBBY — Westminster Hospital — 2. 
Tuesday, July 28th 


MR. R. C. ELMSLIE — St. Bartholomew’s Hospital — 
1:30. 


Monday, July 27th 


MR. H. L. EASON — Guy’s Hospital — 2. 

MR. L. V. CARGILL — King’s College Hospital — 2. 
MR. H. W. LYLE — King’s College Hospital. 

MR. A. E. DORRELL — Prince of Wales General Hos- 


pital — 9:30 to 12:30. 
MR. "TREACHER COLLINS — Royal London Ophthal- 


mic Hospital — to. 

Mr. C. ‘ WORTH. Royal London Ophthalmic Hos- 
pital — Io. 

MR. M. L. HEPBURN — Royal London Ophthalmic 


Hospital — ro. 
MR. A. C. HUDSON — Royal London Ophthalmic Hos- 


pital — 10. 


Tuesday, July 28th 


MR. W. H. JESSOP — St. Bartholomew’s Hospital — 3. 

MR. G. HARTRIDGE and MR. G. T. B JAMES — 
Westminster Hospital — 9. 

MR. A. W. ORMOND — Guy’s Hospital — 2. 

MR. M. L. HEPBURN — Royal Free Hospital —g to 


12. 
MR. E. T. COLLINS — Charing Cross Hospital — 9 


to 12. 

MR. HOLMES SPICER — Royal London Ophthalmic 
Hospital — 10. 

MR. PERCY FLEMMING — Royal London Ophthal- 
mic Hospital — ro. 

MR. J. _ FISHER — Royal London Ophthalmic Hos- 
pital — ro. 

MR. C. D. MARSHALL — Royal London Ophthalmic 
Hospital — ro. 


Wednesday, July 29th 
MR. H. BARR GRIMSDALE and MR. G. T. BROOKS- 
BANK JAMES — St. George’s Hospital — 1:30 to 4. 
MR. W. T. LISTER — London Hospital — 3. 
MR. — FLEMMING — University College Hos- 
pital — 9. 
MR. E. T. COLLINS — Charing Cross Hospital — 9 


to 12. 
MR. R. P. BROOKS — Prince of Wales Genera] Hos- 
pital — 1:30 to 4:30. 
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ORTHOPEDIC CLINICS 
MR. W. H. TRETHOWAN — Guy’s Hospital — 2. 


OPHTHALMOLOGICAL CLINICS 


Thursday, July 30th 


MR. H. A. T. FAIRBANK — Charing Cross Hospital — 
9 to 12. 


Friday, July 31st 
MR. W. H. TRETHOWAN — Guy’s Hospital —- 2. 


MR. J. B. LAWFORD — Royal London Ophthalmic 


Hospital — 10. 
MR. ARNOLD LAWSON — Royal London Ophthalmic 


Hospital — ro. 
MR. J. i PARSONS — Royal London Ophthalmic Hos- 


pital — 10 
MR. GEORGE COATS — Royal London Ophthalmic 


Hospital — 


Thursday, July 30th 


MR. W. HOLMES SPICER — St. Bartholomew’s Hos- 
pital — 3. 

MR. H. L. EASON — Guy’s Hospital — 2. 

MR. A. B. ROXBURGH — London Hospital — 10. 

MR. L. V. CARGILL — King’s College Hospital — 2. 

DR. H. W. LYLE — King’s College Hospital. 

MR. H. PERCY DUNN — West London Hospital 


—2. 
MR. TREACHER COLLINS — Royal London Ophthal- 
mic Hospital — 10. 
MR. C. A. WORTH — Royal London Ophthalmic Hos- 


pital — 10. 
MR. M. L. HEPBURN — Royal London Ophthalmic 


Hospital — 10. 
MR. A. C. HUDSON — Royal London Ophthalmic Hos- 
pital — ro. 


Friday, July 31st 
MR. A. W. ORMOND — Guy’s Hospital — 2. 
MR. HOLMES SPICER — Royal London Ophthalm 


Hospital — 
MR. PERCY FLEMMING — Royal London Ophtha. 


mic Hospital — 10. 


MR. J. H. FISHER — Royal London Ophthalmic Ho:- 


pital — 10 
MR. C. D. MARSHALL — Royal London Ophthalm: 
Hospital — 10. 


Saturday, August rst 


MR. H. BARR GRIMSDALE and MR. G. T. BROOK »- 


BANK JAMES — St. George’s Hospital — 9:15 


II. 
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MR. HERBERT PARSONS — University College Hos- 
pital. — 9 
MR. J. B. LAWFORD — Royal Ophthalmic Hospital 


— 

MR. ARNOLD LAWSON — Royal London Ophthalmic 
Hospital — to. 

MR. J. H. PARSONS — Royal London Ophthalmic 
Hospital — to. 


OTOLOGICAL, LARYNGOLOGICAL, 


Monday, July 27th 
MR. W. D. HARMER — St. Bartholomew’s Hospital — 


3:30. 

MR. C. E. WEST—St. Bartholomew’s Hospital — 
3:30. 

MR. W. G. HOWARTH — St. Thomas’ Hospital — 9 to 
12. 

MR. HERBERT TILLY — University College Hospital 


MR. WILLIAM HILL — St. Mary’s — 9. 
MR. ARTHUR CHEATLE — King’s College Hospital — 


2. 
MR. WILLIAM HILL — St. Mary’s Hospital — 2. 
MR. GAY FRENCH — Royal Free Hospital — 9 to 12. 
MR. R. S. COCKE — Royal Ear Hospital — 2. 


Tuesday, July 28th 


MR. J. A. ROSE — St. Bartholomew’s Hospital — 1:45. 

MR. W. M. MOLLISON — Guy’s Hospital — 9. 

MR. H. S. BARWELL — St. George’s — 9:15 to 11. 

SIR ST. CLAIR THOMSON — King’s College Hos- 
pital — 2. 

MR. E. B. WAGGETT and MR. E. D. DAVIS — Char- 
ing Cross Hospital — 9 to 12. 

MR. H. D. GILLIES — Prince of Wales General Hos- 
pital — 9:30 to 12:30. 

MR. JEFFERSON FAULDER — Hospital for Diseases 
of the Throat — ro. 

MR. R. S. COCKE — Royal Ear Hospital — 

MR. H. A. KISCH 


> 


Royal Ear Hospital — 2. 


Wednesday, July 29th 
MR. W. D. HARMER — St. Bartholomew’s Hospital — 


MR. C. E. WEST — St. Bartholomew’s Hospital — 9. 

MR. H. J. MARRIAGE — St. Thomas’ Hospital — 9 
to 12. 

MR. T. B. LAYTON — Guy’s Hospital — o. 

MR. J. A. EDMOND — Guy’s Hospital — 9. 

MR. H. S. BARWELL—St. George’s Hospital — 

MR. SOMERVILLE HASTINGS — Middlesex Hos- 
pital — 1:30. 

MR. SECCOMBE HETT — University College Hospital 
—2. 


MR. GEORGE COATS—Royal London Ophthalmic Hos- 
pital—to. 


Days and Hours to be Announced 
MR. J. B. LAWFORD and MR. J. H. FISHER — St. 
Thomas’ Hospital. 
MR. ARNOLD LAWSON — Middlesex Hospital. 
MR. L. J. PATON — St. Mary’s Hospital. 


AND RHINOLOGICAL CLINICS 


MR. ARTHUR CHEATLE — King’s College Hospital — 


MR. C. V. HOPE — King’s Coliege Hospital — 2. 

MR. H. J. DAVIS — West London Hespital — o. 

MR. GEORGE BADGEROW — Hospital for Diseases of 
the Throat — 9. 

MR. P. M. YEARSLEY — Royal Ear Hospital — 2. 


Thursday, July 30th 
MR. SYDNEY SCOTT — St. Bartholomew's Hospital — 


Q. 

MR. W. G. HOWARTH — St. Thomas’ Hospital — 9 
to 12. 

MR. H. J. MARRIAGE — St. Thomas’ Hospital — 2 to 5. 

MR. P. R. W. de SANTI — Westminster Hospital — 2. 

MR. HUNTER TOD — London Hospital — 2:30. 

MR. SOMERVILLE HASTINGS — Middlesex 
pital — o. 

MR. C. J. GRAHAM — St. Mary’s — o. 

SIR ST. CLAIR THOMSON — King’s College 
pital — 2. 

MR. ARTHUR CHEATLE — King’s College Hospital 


— 


Hos- 


Hos- 


MR. GEORGE WAUGH — Hospital for Sick Children — 


3 to 5. 

MR. CHARLES PARKER — Hospital for Diseases of 
the Throat — 2. 

MR. FITZGERALD POWELL — Hospital for Diseases 
of the Throat — ro. 

MR. RICHARD LAKE — Royal Ear Hospital — 2. 


Friday, July 31st 
MR. W. D. HARMER — St. Bartholomew's Hospital — 
1:45. 
MR. W. M. MOLLISON — Guy’s Hospital — o. 
MR. HERBERT TILLY — University College 


pital — 2. 
SIR ST. CLAIR THOMSON — king's College Hospital 


Hos- 


MR. E. B. WAGGETT and MR. E. D. DAVIS — Char- 
ing Cross Hospital — 9 to 12. 

MR J. W. BOND — Hospital for Diseases of the Throat 
— 10:15 

MR FRANK ROSE—Hospital for Diseases of Throat— 2. 

MR. P. M. YEARSLEY — Roya! Ear Hospital 

DR. E. A. PETERS — Royal Ear Hospital te 
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Monday, July 27th 


DR. A. D. REID, DR. W. R. BRISTOW, and DR. 
CLAUDE GOULDESBROUGH —St. Thomas’ 
Hospital — 9 to 12. X-ray and Electro-Therapeutics. 

DR. W.S. FOX and DR. G. A. SIMMONS — St. George’s 
Hospital — 2 to 4. X-ray and Electro-Therapeutics 
Department. 

MR. W. E. MILES — Cancer Hospital — 4:30. Cancer 
of the Rectum. 

DR. R. HUTCHISON — Hospital for Sick Children -» 12 
to 1. Infantile Scurvy. 

MR. H. A. T. FAIRBANK — Hospital for Sick Children 
—4 to 5. Subluxation of the Shoulder-Joint in 
Infants. 


Tuesday, July 28th 


DR. A. D. REID, DR. W. R. BRISTOW, and DR. 
CLAUDE GOULDESBROUGH —St. Thomas’ 
Hospital — 9 to12. X-ray and Electro-Therapeutics. 

MR. R. T. TIMBERG— St. Thomas’ Hospital — 9 to 
12. Physical Exercises. 

DR. tent =" King’s College Hospital — 2. 
Racsograph 

DR. W. D’ ESTS EMERY — King’s College Hospital — 
9. Pathological Laboratory. 

MR. W. H. EVANS — Royal Free Hospital — 9 to 12. 
Surgical Cases. 

MR. C. RYALL — Cancer Hospital — 4:30. Cancer of 
the Tongue and Mouth. 

DR. = F. VOELCKER — Hospital for Sick Children — 

to 1. Abdominal Tuberculosis. 

SIR ‘VICTOR HORSLEY — National Hospital. Some 
Practical Points in Cranial Surgery. 

MR. L. E. BARRINGTON-WARD — Hospital for Sick 
Children — 4 to 5. Cases of Hirschsprung’s Disease 
Treated by Total Colectomy. 

MR. GRAEME ANDERSON — St. Mark’s Hospital— 
2:30. 


Wednesday, July 29th 


DR. A. D. REID, DR. W. R. BRISTOW, and DR. 
CLAUDE GOULDESBROUGH — St. Thomas’ 
Hospital —g9to12. X-ray and Electro-Therapeutics. 

MR. S. G. SHATTOCK — St. Thomas’ Hospital — 9 to 
12. Pathological Laboratory. 

SIR ARBUTHNOT LANE, and MR. C. H. FAGGE — 
Guy’s Hospital — 2. Cases of Intestinal Stasis and 
Fractures. 

MR. T.B. LAYTON—Guy’s Hospital—2z. Examination of 
cases by means of Killian’s swinging laryngoscope. 
Tests of the vestibular nerve in cases of disease of the 
ear and brain. Cases of paralysis of the larynx and 
allied conditions. 

MR. J. A. EDMOND — Guy’s Hospital — 11:30. Cases 
of Syphilis of the nose and throat, treated by methods 
used in the British Army. 

MR. JAMES BERRY — Royal Free Hospital — 9 to 12. 
Surgical Cases. 

MR. GAY FRENCH — Royal Free Hospital — 10 to 12. 
Throat, Nose and Ear Cases. 
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SPECIAL DEMONSTRATIONS 


MR. JOCELYN SWAN—Cancer Hospital — 4:30. 
Tumor of the Kidneys. 

MR. O. L. ADDISON — Hospital for Sick Children — 4 
to 5. Cases of Syphilitic Osteitis in Children. 


Thursday, July 30th 


DR. R. S. TREVOR — St. George’s Hospital — 2 to 4. 
Pathological Specimens in the Museum. 

MR. J. CUNNING — Royal Free Hospital — 2 to 5. 
Surgical Cases. 

MRS. VAUGHAN SAWYER — Royal Free Hospital — 
10 to 12. Gynecological Cases. 

MR. J. CUNNING — Cancer Hospital — 4:30. Cancer 
of the Breast. 

DR. G. F. STILL — Hospital for Sick Children — 12 to 
1. Congenital Pyloric Stenosis. 

MEMBERS OF THE STAFF — Demonstrations in the 
Out-Patient Department — St. Peter’s Hospital — 2. 

MR. CUTHBERT WALLACE —St. Thomas’ Hos- 
pital — 4. Demonstration of Prostatic Specimens. 


Friday, July 31st 


DR. W.S. FOX and DR. G. A. SIMMONS — St. George’s 
—— 2 to 4. X-ray and Electro-Therapeutic 
Departm 

DR. W. D’ ESTS EMERY — King’s College Hospital — 
9. Pathological Laboratory. 

MR. C. A. PANNETT — Royal Free Hospital — 2 to 

5. Surgical Cases. 

DR. E. U. WILLIAMS — Royal Free Hospital — 1 to 3. 
X-Ray Department. 

DR. F. E. BATTEN — Hospital for Sick Children — 12 
to 1. The Use of Celluloid Splints in the Treatment 
of Acute and Chronic Infantile Paralysis. 

MR. GEORGE WAUGH — Hospital for Sick Children — 
4 to 5. End-Results of Acute Osteomyelitis. 

MR. L. E. C. NORBURY — ‘St. Mark’s Hospital — 
2:30. 


Saturday, August rst 


DR. ROBERT KNOX — King’s College Hospital — 2. 
Radiography. 

DR. SILK and MR. F. F. BURGHARD, with the assist- 
ance of the architect and consulting engineer, will 
show visitors over the new building and explain the 
plans.— King’s College Hospital — 2. 

MRS. WILLEY — Royal Free Hospital—g to 12. 
Gynecological Cases. 

MR. T. H. KELLOCK — Hospital for Sick Children — 
9:30 to 11:30. End-Results of Operative Procedures. 


Days and Hours to be announced 


DR. GILBERT SCOTT—London Hospital — The 
X-ray in Treatment and Diagnosis. 

DR. J. iH. SEQUEIRA — London Hospital — Cases of 
Skin Disease of Surgical Interest. 
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5th CLINICAL CONGRESS 


ANNUAL SUBSCRIPTION: UNITED STATES AND CANADA, $10.00; FOREIGN, $12.00 (£2 10s.) 


Volume XVIII JUNE, 1914 Number 6 


Surgery, Gynecology 
and Obstetrics 


WITH 


International Abstract of Surgery: -. 
TOO. 
FOR AMERICA | 


John B. Murphy, M.D. 
E.Wyllys Andrews,M.D. J. Clarence Webster, M.D. 
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A. J. Ochsner, M.D. C. S. Bacon, M.D. William R. Cubbins, M.D. 
John Ridlon, M.D. Cecil v. Bachellé,M.D. John C. Hollister, M.D. 
Thomas J. Watkins, M.D. Carl Beck, M.D. | Rudolph W. Holmes, M.D. 


FOR THE BRITISH EMPIRE 
A. W. Mayo-Robson, C.V.O., D.Sc., F.R.C.S., London 
B. G. A. Moynihan, M.S., F.R.C.S., Leeds Thomas W. Eden, M.D., F.R.C.S., London 
Harold J. Stiles, M.B., F.R.C.S., Edinburgh Henry Jellett, M.D., F.R.C.P.1., Dublin 
James Rutherford Morison, M.B., F.R.C.S., Newcastle-on-Tyne 


Franklin H. Martin, M.D., Managing Editor 
Allen B. Kanavel, M.D., Associate Editor 


EDITORIAL AND BUSINESS OFFICES: 30 N. Michigan Ave., Chicago, Illinois, U.S. A. 
PUBLISHERS FOR GREAT BRITAIN : Bailliere, Tindall & Cox, 8 Henrietta St., Covent Garden, London, W. C., F:ngland 


Just Ready 
NEW EDITION DACOSTA’S SURGERY 


INCLUDING SURGICAL DIAGNOSIS 


Saunders, Publishers | See Page 13 


Entered as second-class matter May 22, 1913, at the postoffice at Chicago, Ill., under the Act of Congress March 3, 1897. 
Copyright, 1914, by The Surgical Publishing Company of Chicago. 
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Doctor—Have We Met 


you'll visit our booth. You want to see those 
plates showing stomach pictures taken in 


1-120 of a second. This isthe fastest work ever done ARAGON 


in X-Ray photography. But Paragon X-Ray plates 


are breaking records every day. . They’re the fastest, = 
safest and cheapest plates made. If you haven't xX RAY 


Special Trial Offer 


Write your name and address on the 

= 3 5x7 Paragon X-Ray Plates $ .38 margin of this ad, pin it to a dollar bill 

3 8x10 Paragon X-Ray Plates .°77 and mailtous. We'll send the box by 

1 Benoist Penetrameter - 2.00 return mail. @Ask for one of our 

1 Paragon Service Coupon FREE “Blue Sheets” — practical, quick action, 
Actual Value $3.15 emergency data for your laboratory. 


All sent complete, postpaid, for only $1.00 Look us up at Atlantic City 


GEO. W. BRADY & CO. “afesu6"" 
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Wassermann Test 


In every complement-fixation test for syphilis made in our laboratory, we employ both the 
original Wassermann sheep-hemolytic system and the Noguchi human-hemolytic system. In this 
way we are able more accurately to control our results, so that our reports have a greatly increas- 
ed value over those for which the single system is used. Our fee for this test is $10.00. 

COMPLEMENT-FIXATION TEST FOR GONORRHEA $10.00 
ABDERHALDEN’S SERO-DIAGNOSIS OF PREGNANCY 10.00 
ABDERHALDEN’S SERO-DIAGNOSIS OF CANCER 10.00 
LANGE’S COLLOIDAL-GOLD TEST OF SPINAL FLUID 10.00 
AUTOGENOUS VACCINES HAVE BEEN REDUCED TO 5.00 

These auto-vaccines are put up in 20 c. c. sterile containers, which are specially designed to 
prevent contamination, or in 1 c. c. ampules, as you may 
<i! Stock Vaccines $3.00 per Dozen Ampules, or $2.50 per 10 c. c. Special 

ntainer. 


We are prepared to perform all types of laboratory examinations for diagnostic am and 
can assure you accuracy and efficiency from our staff of experienced workers in this fie! 

Fee-tables for all examinations and full directions for forwarding various specimens on 
request. Containers and culture media furnished: 


CHICAGO LABORATORY 


Established in 1904 
8 North State St., Chicago — Phones: Randolph, 3610 and 3611 


RALPH W. WEBSTER, M.D., Ph. D., Director Chemical Dept. THOMAS L, DAGG, M. D., Director 
Pathological Dept. C. CHURCHILL CROY, M. D., Director Bacteriological Dept. 
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SURGERY, GYNECOLOGY AND OBSTETRICS 


FARBWERKE-HOECHST COMPANY 


Pharmaceutical Department 
H. A. METZ, Pres. NEW YORK 


NOVOCAIN — MELUBRIN 


L-SUPRARENIN | SALVARSAN _| Antirheumatic—Antineuralgic 


Synthetic Tablets, A, Band C A succedaneum for the salicylates 


and especially valuable in acute ar- 
Seven times less toxic than cocain, NEOSALVARSAN ticular rheumatism and allied con- 
absolutely non-irritating and equally ditions. It does not attect the gastro- 


efficient in every way. intestinal tract. 


AMPHOTROPIN #£XAMETHYLENAMINE 
CAMPHORATE 
Is a well tolerated URINARY ANTISEPTIC and is indicated in CHRONIC and SUBACUTE 
CYSTITIS, PYELITIS, NON-TUBERCULAR PYELO-NEPHRITIS and BACTERIURIA, and 
is an Internal Adjuvant to the External Treatment of GONORRHEA with ALBARGIN. 
Dose: 1 tablet three times a day. 
In Powder, in ounces. In Tablets, in tubes of 20, of 714 grains each, 35 cents. 


PYRAMIDON HEDIOISIT 
The Antipyretic and Anodyne Samples will be sent to C;HyO, 
A powerful analgesic without harm- physicians mentioning sugar, 


ful on organs = G d O 
without danger of habituation In- an 

dicated in typhoid fever, pneumonia, e sweetening properties for use in 
erysipelas and influenza. the treatment of diabetes. 


TABLE OF CONTENTS 
ORIGINAL ARTICLES 


THE DIAGNOSIS AND SURGICAL TECHNIQUE TO BE EMPLOYED IN THE HANDLING OF ACUTE 
ABDOMINAL CONDITIONS; ILLUSTRATING MANy INTERESTING POINTS IN DIAGNOSIS AND 
TECHNIQUE WITH ORIGINAL Drawincs. John Young Brown, M.D., Saint Louis, Missouri 

CaLcuLous ANURIA, WITH REPORT OF Two Cases. Lincoln Davis, M. D., Boston 

FinaL Resutts (AFTER FivE YEARS) IN 192 PATIENTS OPERATED UPON FOR ECTOPIC 
PREGNANCY; WITH SPECIAL REFERENCE TO SUBSEQUENT UTERINE AND REPEATED EcTopIc 
PREGNANCIES. Richard R. Smith, M.D., Grand Rapids, Michigan 


EXCISION OF THE CLAVICLE AND First Rip FOR MALIGNANT DisEAsE. R. E. Fort, M.D., 
Nashville, Tennessee 


ORIGINAL SURGICAL USES OF THE BoNE-GrRAFT. A REPORT OF Two HUNDRED AND FIFTY 
Cases. Fred H. Albee, A. B., M.D., F.A.C.S., New York City 


COMPOSITE OR FIBRO-EPITHELIAL TUMORS OF THE Lips. Walton Martin, M. D., New York City 


AN IMPROVED GILLIAM OPERATION FOR UTERINE DISPLACEMENTS. Wm. Cuthbertson, M. D., 
Chicago : 


THE EDUCATIONAL VALUE OF CANCER STATISTICS TO INSURANCE COMPANIES, THE PUBLIC 
AND THE MEDICAL PROFESSION. Frederick L. Hoffman, Newark, New Jersey 


DEATH OF A FULL-TERM Fatus DUE TO CONSTRICTION OF THE UMBILICAL CORD BY AMNIOTIC 
Banps; RupTURE OF AMNION; HypRAMNIOs. Eugene Cary, S. B., M. D., Chicago 


CONTENTS CONTINUED OPPOSITE NEXT PAGE 
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Astral Fluoroscopic Screen 


This new screen is not 
affected by daylight, and 
produces a sharper image 
with less current through 


the X-Ray Tube. 


The frame is substan- 
tially constructed, a heavy 
sheet of lead-glass is used, 
and the hand holes are 
protected with heavy sheet 
lead. 


carry in ler the famous Gehler Folie and 
Prima Intensifying Screens. The use of these screens permit of a 
reduction in the time of exposure of from 80% to 90% in making radiographs. 


V. Mueller & Co. 
17'71-81 Ogden Avenue CHICAGO 
Makers of Instruments for the Specialist In Every Branch of Surgery 


A NEW PROSTATIC SOUN cation of the Posterior Urethra 


A, Soresi’s il B, hollow | tip, with stop an which can be 
connected with sound 


This new sound, as devised by Dr. Soresi, has holes on the curve, 
by which the residual urine can be drawn out. The prostatic 
urethra can then be irrigated, dilated and medicated with the same 
instrument. The dilation is obtained by the sound itself and the 
liquid which escapes from the holesand does not cause trauma even 
to the most inflamed tissue. The soundsare made inall sizes from j sat 
18 to 35 French, in two models, one with Van Buren, the other with . 

Guyon curve, and can be used with silver preparation. The price for Sound in place dilating, irrigating and medicating posterior urethra 
complete set of 18 sounds with either curve and stop cock is $15.00; 

either sound separately orstopcock, $1.00. Literature sentupon request. 


DR. SORESI’S SET OF INSTRUMENTS FOR DIRECT TRANSFUSION OF BLOOD 


With Dr. Soresi’s canula direct transfusion of blood is easy and safe, there is no possibility of formation of blood clot at the 
point of anatomosis; the blood will tlow freely from the donor to the recipient because the intimas of their blood vessels are 
closely approximated without causing trauma, and form a 
continuous blood vessel. 


The set is composed of two complete canulas of different size, 
which will fit any blood vessel, and of two special thumb 
forceps. Price of the complete set, $10.00. 


Instruments can be purchased of all ae or of 


~Progressive Surgical Instruments Co. 
Soresi’s Canula Blood Vessels Anastomosed 320 West 70th Street New York City 
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WHEN LONDON 


Visit our Exhibit at Hotel Cecil during the Fifth 
Clinical Congress, July 27th to August 1st. 


HAVE YOUR MAIL SENT 


Care of our European Agent 


JOSEPH DAVIS 
13 Poland Street, London, W. 


Whose office is at the disposal of Surgeons visiting the Congress, as a 
mail and telegraph address, and fer general information. 


Cable address—Plasterdom, London. 


C. DeWITT LUKENS CO. 


Sterile Ligatures 
St. Louis 
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Hospital and Surgeon’s Cautery 
for Electric Current 


The most satisfactory and indispens- 
able apparatus ever devised for 
cauterizing, especially for the general 
surgeon. 


Absolutely ‘‘fool’’ proof; does away with the use 
of benzine. A working addition to the operating 
room with little expense. 


Fig. 1—Heavy Platinum Cautery Knife is especially 
devised for all incising and general use. An ff)’, 
important instrument for cauterizing flat 
surfaces to prevent hemorrhage i 


Fig. 2—Heavy Platinum Spiral Cautery Dome, 
devised for the cervix and large surfaces. Particu- 
larly valuable for localized cauterization 
where thesurrounding normal tissue should 
not be exposed to the action of the heat. 


Both Cautery Knife and Dome are aseptic with 
mineral handles, and can be boiled indefinitely 
without injury. Write for full particulars. 


CHARLES LENTZ & SONS - Philadelphia, Pa. 
Clinical Observations with 


ADIUM 


In a Series of Subacute and Chronic Forms of 


Arthritis and Neuritis 


Show a Large Percentage of Recoveries and Improvements 


@ Supplied for adminstration in the Forms of Radium Drinking Water, Radium Bath Water, Radium 
Ampulles, Radium Compresses and Radio-active Earth, fully guaranteed as to Radium element content. 


@ Prescriptions filled in our Laboratories only, at prices that will permit of use in general practice. 
@ RADIUM SALTS furnished in any purity desired. 
Full literature and clinical records upon request 


RADIUM CHEMICAL COMPANY PITTSBURGH, PA. 


Our Radium Chloride and Radium Sulphate (Standard Chemical Co.) have been accepted by the Council on Pharmacy and Chemistry 
of the American Medical Associati 
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A\BsoRPTION of CHromic CATGUT: 


Normal Healing of Wounds is retarded 
and unfortunate consequences frequently result 
from the use of improperly chromicized 

ut, due to the irritating, presence of free 
chromic acid or other ious chemical 
to infection and 


and is used in the foremost clinics of the world. 


‘The Davis & Geck Research Laboratory is conducting a series of experiments on the absorption time 
of plain — and the several grades of chromic catgut when embedded in muscle, peritoneum, 
fascia, tendon, fat and skin. The results of this investigation will be published. Advance 
reports and reprints of the completed study will be sent to any surgeon upon request. 


CASSIUS WATSON, BSMD Surgical Ligatures and Sutures Exclusively WILLIAM GRAY PHILLIPS Jr, MD) 
Sacteriologist. NEW YoRK~ 27 South Oxford St. Borough of Brooklyn) HENRY ANDREW FISHER, M.D, 
ALLEN ROGERS, WSEATILE ~13O3 Fourth Avenue. Francis 
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HE Battle Creek Sanita- 
rium isan institution for 
the treatment of chronic in- 


valids—incorporated 1867 — 
re-incorporated 1898—erected 
and equipped at a cost of $2,000,000 —non-profit paying — 
exempt from taxation under the laws of Michigan— 
employs 300 nurses and trained attendants and 600 
other employes. 


The institution has a faculty of 30 physicians, all of good 
and regular standing and has treated over 89,000 patients, 
among whom are nearly 2,000 physicians and more than 
5,000 members of physicians’ families. 


Any physician who desires to visit the Sanitarium will 
receive on application a visiting guest’s ticket good for 
three days’ board and lodging in the in- 
stitution—no charge is made for treatment 

or professional services to physicians. 


Send for a copy of a profusely illus- 
trated book of 229 pages entitled 
“The Battle Creek Sanitarium 
System,”’ prepared especially 
for members of the med- 
ical profession. 


The Battle Creek 
Sanitarium 


Battle Creek, 
Michigan 


Michigan 
shall be glad to accept, 
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AN ADVANCE STEP IN ANESTHESIA 


When we decided to add ether to our list, we said that we would be satisfied with 
nothing less than the purest, safest, most satisfactory ether. We said that the container 
in which we marketed it, unlike the ordinary ether can, should be 
practical, economical and convenient. 
To carry out these high ideals meant work; it meant study; it 
meant experimentation. More than a year’s time was thus consumed. 
It was time well expended. 


PARKE, DAVIS & CO.’S PURE ETHER is ether of the highest a. 
sible standard of purity. It meets and surpasses the specifications of the 
United States Pharmacopeeia. It meets and surpasses the specifications 
of the pharmacopeeias of 
and Germany and 

Italy and France. 


Our dropper container 

is a model of simplicity and 

convenience. It is econom- 

ical—there is no waste as 

attends the administration 

blaine of ether from the ordinary 

; container, To prepare it for 

use, cut the soft metal tube 
with a knife and bend the parts upward and downward, as shown in the illustration. Air 
enters from the upper tube. The flow is regulated by inclination of the can. Any ether 
remaining in the container may be preserved for future use by pinching the ends of the tubes. 


Specify P.D. & Co.’s Ether for Anesthesia. Get ‘‘the purest ether in the best container.’’ 


Home Ofer an Laboratories, PARKE, DAVIS & CO. 
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Corsets, Complying 
With Every Demand— 


Physiological and Hygienic 


IN ESTIMATING THE VALUE OF A TRUE PROPHYLACTIC CORSET, we must not 
only take into account its efficiency in furnishing proper support, but also the patient’s needs and 
comfort. Many a woman will object to wearing the average surgical corset because of its weight, 

lack of style and inconvenience of adjustment. Others will com- 
plain that the corset is a source of annoyance or even distress by 
causing undue pressure or chafing; still others will state that it 
interferes with walking or other domestic duties or gives them an 
ungraceful or unshapely appearance. 


THE TACTFUL PHYSICIAN WILL TAKE ALL THESE 
POINTS INTO CONSIDERATION, and he will find no better 
way of meeting the patient's wishes, and at the same time doing 
justice to the therapeutic indications, than by ordering one of the 
various models of Goodwin Corsets. 


SO IMPORTANT IS ABDOMINAL SUPPORT in assuring 
rapid convalescence after many surgical operations, that the 
special benefits and advantages offered by the Goodwin Corset 
cannot fail to interest the progressive medical man who has given 
the question any attention or study. 


IN MANY WAYS GOODWIN CORSETS ARE UNIQUE. 
Based on a scientific knowledge of the female anatomy, and con- 
structed along physiological lines—the maintenance of upward 
support without undue compression or the embarrassment of any 
organ in the body—the Goodwin Corsets assure the most grati- 
fying and satisfactory results in the management of relaxed 
abdomen, prolapsed stomach, movable kidney and all forms of 
abdominal weakness following childbirth, laparotomies, etc. 


The address of the nearest shop where Goodwin Corsets may 
be obtained will be sent upon request, and physicians are assured 
that their patients will receive the closest and most careful attention. 


For Booklet, etc., address 


There are Goodwin Shops in: 


NEW YORK, 373 Fifth Ave. CHICAGO, 57 E. Madison St. BOSTON, 687 Boylston St. 
PHILADELPHIA, 1120 Walnut St. KANSAS CITY, Waldheim Bldg. SAN FRANCISCO, 330 Sutter St. 
LOS ANGELES, 220 W. Fifth Ave. 


S. H. CAMP & COMPANY, Manufacturers 
JACKSON, MICHIGAN 
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ESTABLISHED 1844 


ANNOUNCEMENT 


ON OR BEFORE MAY Ist, 1914, THE OLD 
ESTABLISHED FIRM OF 


SHARP & SMITH 


WILL MOVE TO NEW AND LARGER 


QUARTERS 


155-157 NORTH MICHIGAN BOULEVARD 


CHICAGO, ILLINOIS 


TWO DOORS NORTH OF RANDOLPH STREET 


4 4 
The Original Mr. Surgeon! 
CHLOROFORM If you are having any 
C ATG U yy trouble with Catgut, our 

claims are worth looking 
into. 
A Typical 
Watters’ yp 
Catgut Example 
The General Memorial 
¥ Hospital in New York is 
. the only strictly Surgical 
All Other Kinds Hospital in the city. 
of Watters’ Catgut has been 
CHLOROFORM employed there contin- 
uously for seven years. 
CATGUT Draw your own conclu- 
are sions. 
Imitations Literature on 
request 
bases Using the The Watters Laboratories 
q Genuine? J 53-55 Fifth Ave., New York, U.S.A. 
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The National Pathological Laboratory 
Mallers Bldg. 5 So. Wabash Ave., Chicago 


A few items from our fee table 


(TEST 
Wasserman 


Its points of superiority as done 
in our laboratory 


The technique given by Wassermann is rigidly 
adhered to. 


The several reagents are tested daily. 
An unusual number of fresh controls are used. 


In every test three different antigens are used of 
which one is a specific liver antigen. This is 
equivalent to three separate tests on each specimen. 


All specimens are tested for native sheep ambo- 
ceptor. When found, this error is corrected 
by the Noguchi or some other method. ---~~--- 


All Serological Tests $5.00 


Complement Fixation diagnosis for gonorrhea. 
Abderhalden’s Diagnosis of Pregnancy. 


Lange’s Colloidal Gold Differential Diag. of Spinal Fluid $5.00 
Histological Diagnosis of a Tissue - - 5,00 
Autogenous Vaccines - - + + §,00 


Sterile Containers with Instructions Sent Free on Application 


New Surgical Books 


Surgery of the Upper Abdomen 


By JOHN B. DEAVER, M.D., and 
ASTLEY COOPER ASHHURST, M. D. 


Volume Two Just Ready 
499 Pages, 52 Illustrations. Cloth $5.00. 


Gunshot Injuries 
By COL. LOUIS A. LAGARDE 
398 Pages, 160 Figures. Cloth $4.00. 


Surgical Diseases of Children 
By SAMUEL W. KELLEY, M.D. 


New Second Edition—Just Ready 
789 Pages, 295 Illustrations. Cloth $5.00. 


CHICAGO MEDICAL BOOK CO. 
Congress and Honore Sts. CHICAGO 


Another Installation Completed 
Do not buy before you get our prices 


The Wm. Meyer Co., 817 W. Washington Blvd., Chicago 


in the 


The Largest X- Ray Machine United States 


Our success in special large 
hospital X-Ray equipments is 
the result of painstaking at- 
tention to the minutest detail, 
none of which are overlooked 
in our machines. 


We challenge comparison 
with any other foreign or 
domesticInterrupterless X-Ray 
machine with ours for efficiency, 
simplicity, perfection of arrange- 
ment, quietness of operation, finish 
and last but not least, modest 
price. 


Sizes, 3 to 30 Kilowatt, each 
apparatus perfect for Radi- 
ography and with a special 
device for fluoroscopy and 
treatment. 
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PIERCE 


Dr. 


Fracture Clamps 


Advantages—Easy and accurate adaptation. Painless extension. 


Thorough accessibility to the seat of fracture while 

apparatus roaintains the bones in positive apposition. 
Rapid union of the fragments. 

Neither stiffening of the joints, muscular atrophy nor hypostatic pneumonia. 


See them mentioned in Dr. John C. A. Gerster’s article on “Progressive Surgery” 
in the American Journal of Surgery, January, 1914. 


CORRESPONDENCE INVITED 
HARVEY R. PIERCE CO., 1801 Chestnut St., PHILADELPHIA, PA. 


Surgical Instruments and Supplies of Quality. Hospital Furnishings. Specialists in 
Instruments for Advanced Bone Operations. 


SUCCESSFUL 


assured when using 


HYPODERMIC SHARP & DOHME’S 
Soluble Hypodermic Tablets 


MEDICATION because they are accurate in Dosage, Reliable 


in Physiological Effect, Almost Instantly Sol- 
f uble (3 to 5 seconds) and made of Chemically 
Pure Material. They never clog the needle 
or cause abscess. 


Specify Sharp & Dohme’s In tubes of 20 tablets for the physician's 

: convenience, and at a price correspondingly 
Hypodermic Tablets, and lower than quoted by some of our competitors 
be sure that you get the for tubes of 25. Our tubes of 20 are of the 


proper length to fit in Pocket Hypodermic 
best. Cases. 


SHARP & DOHME 


Chemists since 1860 
BALTIMORE 
Chicago St. Louis New Orleans Atlanta Philadelphia 


a NEW YORK 
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Electro Therapeutics 
Condensed 


Vibrator 


Sinusoidal 


and Throat 


7 


CONCENTRATE YOUR EQUIPMENT 
Save Valuable Space by Installing 


The McIntosh 


Universalmode 


AFFORDS 


Galvanism for electrol cata- 
phoresis, electro -chemicel 
effects, etc. 

Tankless Air for spraying oils, 
liquids, etc. 

Slow Sinusoidal from 3 to 88 
cycles with most powerful con- 
tractions. 

Pneumo- spans for eye and ear 
treatmen 


Mechanical Vibratory Massage. 
Nasal Drilling. 


Rapid Sinusoidal. 
Suction for evacuating pus from 
congested sinuses, etc. 


Rapidly Interrupted Faradic. 

Cautery. 

Interrupted Galvanism for reac- 
tion of degeneration. 

Surging Sinusoidal. 

Electrically Heated Air. 

Superimposed Wave. 

Currentto Light Diagnostic Lamps 

Slow Surging Galvanic. 

Leduc Current for electric an- 


eesthesia 
Combined Galvanic and Sin- 
Combined Faradic and Slow Sin- 
usoidal. 


All Modalities Controlled by Dial Current Selector. 
Many other unique points. 


FREE as -Therapeutics Condensed."” A beautifully 


ustrated booklet of 20 


pages showing typical treat- 


ments and giving clinical data will be sent to those who respond to 
this advertisement. 


McIntosh Battery & Optical Co. 


322 W. WASHINGTON ST. CHICAGO 


A New Idea in Abdominal mannneiens 


The “B-P” Supporter 


Made | for Men, Women and Children 
Physiologically Correct 


Indicated in abdominal hernias, obesity, 
pendulous abdomen, pregnancy, enteroptosis, 
post-operative conditions, etc. Washable, 
adjustable, comfortable. Made to measure— 
Fits perfectly. Special supporter with inside 
belt for ventral hernia. Outside belt lacing 
low down in front for enteroptosis. Hernial 
and kidney pads furnished. /thas the approval 
of all surgeons and physicians who have used it. 


Write for Literature 


BOLEN MANUFACTURING COMPANY 
303 Boston Store Building Omaha, Nebraska 
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JUST OUT—NEW (7th) EDITION 


DaCosta’s Modern Surgery 


In revising this book so much new matter was added that the entire work had to 
be reset from cover to cover. Yo keep the book within beunds the page was made 
seven lines longer and slightly wider, so that new matter equivalent to 250 pages 
was added without greatly increasing the number of pages. 


In this mew (7th) edition not only do you get the principles and practice of surgery 
and an operative surgery, but so thoroughly does it go into diagnosis that you get 
a surgical diagnosis as well. You get here every surgical advance. Specially 


important is the new matter on serums and vaccines, giving you the newest work 
in this field. The article on shock, including Crile’s amsci-assctation operation, 
gives you many valuable helps in preventing this surgical after-effect. You get 
225 pages on abdominal work, 150 pages on genito-urinary work, 75 pages on 


i 
3 
tumors, including such matter as Coley’s fluid, serum reaction, inoperable cancer, 


x-rays and radium, fulguration, etc. Under bone and joint surgery you get the 
newest work on transplantation, formalin-glycerin injections, operative treatment 
of simple and compound fractures, non-union of fractures, etc. Surgery of the 
pituitary, thyroid, thymus, and carotid glands is given completely. 


READ THESE PROFESSIONAL OPINIONS 


Dr. W. Wayne Babcock, Temple University, Philadelphia 
“Tt is a work that has grown with repeated editions to be almost a condensed encyclopedia of 
I know of no work of equal bulk that contains such an amount of material.’’ 


the subject. 


Dr. Rudolph Matas, Tulane University of Louisiana 
‘*This edition is destined to rank as high as its predecessors, which have placed the learned 
author in the fore of text-book writers. The more I scrutinize its pages the more I admire the 
marvelous capacity of the author to compress so much knowledge into so small a space.”’ 


Dr. John J. Moorhead, New York Post-Graduate 
“T find it to be widescoped and very practical. My opinion of its many sidedness is the 
better fortified because I have tested it as a ready reference work.” 


Octavo of 1515 pages, with ro8s illustrations. By J. CHALMERS DaCosta, M. D., Samuel D. Gross Pro- 


fessor of Surgery, Jefferson Medical College, Philadel phia. Cloth, $6.00 net; Half Morocco, $7.50 net. 


Send to-day for a descriptive circular 


W. B. SAUNDERS COMPANY, West Washington Sq,., Phila. 
London: 9, Henrietta St., Covent Garden Australian Agcy: Centreway, 263 Collins St., Melbourne 
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=o Target Tubes 


SEND FOR CATALOGUE 


Macalaster-Wiggin Company 


79 Sudbury St. 154 W. Lake St. 
BOSTON, MASS. CHICAGO, ILL. | 


BSTRACTS, TRANSLATIONS AND MEDICAL 
BIBLIOGRAPHIES furnished at reasonable rates. 


Address: AUDREY GOSS, M. D. 
JOHN CRERAR LIBRARY CHICAGO 


THE INDEXERS 


INDEXERS OF SURGICAL JOURNALS 
MISS JULIA E. ELLIOTT, Director 5526 SOUTH PARK AVENUE, CHICAGO 


Send for Information 


URIC ACID 
MOBILIZER 
MILDLY NON- 


ANTIPYRETIC PROMPT ANALGESIC 


ANTIPHLOGISTIC 


NOVATOPHAN 
IASTELESS ATOPHAN FOR HY PERSENSITIVE PATIENTS 
SCHERING & GLATZ, /50-/52 “7A/DEN LANE NEW YORK,NY 
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THE WORRY INCIDENT TO SELECTING A FOOD THAT 
WILL BE EASILY AND COMPLETELY ASSIMILATED 
DURING THE WARM MONTHS IS ELIMINATED IF YOU 
PRESCRIBE 


Leute 73 Crclen 


EAG LE 


BRAND, 
ONDENS E 


‘MILK 


THE ORIGINAL 


A SAFE AND SATISFYING FOOD FOR SUMMER FEEDING, 
CAUSING THE LEAST POSSIBLE STRAIN UPON THE DELI- 
CATE INFANTILE DIGESTIVE TRACT. 


Write for Feeding Tables, published in any language you wish, 
also Analysis and Samples 


BORDEN’S CONDENSED MILK CO. 
“‘Leaders of Quality’’ 
Est. 1857 New York 


vorn u 


The Storm Binder and Abdominal Supporter 


(PATENTED) 
Modifications for Hernia, Relaxed 
Sacroiliac, Articulations, Floating 
Kidney, High Operations, Ptosis, Preg- 
nancy, 
Obesity, 
etc. 


Adapted to Use 
of Men, Women, 
Children and 
Babies Inguinal Hernia Modification 
Suitable for non-operative and 
No Whalebones post-operative cases. Comfortable 
No Rubber Elastic for sofa and bed wear, and athletic 
Washable exercises. A practical relief for 


as Underwear 
Weight—418 Ibs. With a Storm Binder Obesity Belt visceroptosis. 


Send for new folder and testi ial; of phe ici General mail 
orders filled at Philadelphia only — within twenty-four hours. 


KATHERINE L. STORM, M. D., 1541 Diamond St., Philadelphia 
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Utility Tankless Pump 


Compressed Air—Deep Suction—Pneumatic Massage 
Vibratory Massage—Nasal Drilling—Heated Air 


After you have used it, you will wonder how you ever prac- 
ticed medicine without it. Write for Bulletin No. 13-8. 


VICTOR ELECTRIC COMPANY 
Factory andGen’l Offices: Jackson Blvd. and Robey St., Chicago 


“Ambumatic” Washable Abdominal 
SUPPORTERS 


DO THE WORK “JUST RIGHT.” ADJUSTABLE 
FOR “LIFT UP” OR “BINDER SUPPORT” 


To any part of the ab- 
domen. Adapted toany 
28 person, toany condition 
=3 requiring thoroughly et- 
ficient, durable, com- 
fortable support. 

4 Orders mailed same 
day received. Write 
for blanks, etc. 


We are Expert Makers 
and Fittersof Corrective 


ORTHOPEDIC APPLIANCES 


Elastic Stockings, Trusses, Corsets, Limbs, Etc. 
Your correspondence solicited, given careful atten- 
tionand full information by return mail with catalog. 


VAMBULATORY 
ORDER PNEUMATIC SPLINT 


To se- 


of Leg, Knee, Thigh and Hip. Patients 
Recommendand Use lt. Splints Rented to 
Patients or sold through al! dealers or 
direct from us. Wire order. State fracture, 
ae which limb, sex. Send for booklet, prices, etc. 


AMBULATORY PNEUMATIC SPLINT MFG. co. 
30 (S) East Randolph St., Chicago, Ill. Phone Cent. 4623 


Prometheus 
Electric Instrument Sterilizers 


Standard of the Profession 


Handy, efficient and durable. 
Heavy copper, nickel plated. Un- 
obstructed interior with full size tray. 
Solves the problem for emergency 
work. 

No. 431—16 in. long, $21.75 
No. 450—13% in. long, 18.75 
No. 430—9% in. long, 16.25 


Ask your dealer for a demonstration or give us his name 


The Prometheus Electric Co. 
245 East 43rd Street New York City 


Will you try the “Insto 
Way” for ten days? 


We want you to try this electric sterilizer. It 
willtransform the drudgery of old-style steriliz- 
ing methods into a positive delight. No more 
odor of gas or sooty, smoky boilers to annoy 
you. Just turn on a 
lamp socket and you 
have boiling water in 
five minutes and your 
work is done. 


The No. 334-A_ Sterilizer 

shown is just right for gen- 

Has 
ank for sterile water. Im- 
Insto Electric Sterilizer mersed heater assures 9” 

Price, $18.00 free circulation of 4% 

water and quick 

heating and is guaranteed against burn- ,¢ INSTO 


out under water. of ELECTRIC 

Our large Sterilizer Cat- HEATER CO. 

FREE alogue. A great help ,4¢ Cincinnati, Ohio 
in buying. 


eo? _ Please send me No. 
334-A Sterilizer. After 
e ing same ten days I 


try 
INSTO ELECTRIC witt return the setiiser 
good order. 


331 Blymyer Bldg. 
CINCINNATI, ADDRESS. occ 
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PROVEN THE BEST 


anp cuearest King Model Interrupterless X-Ray Machine 


FIVE YEARS of careful and scientific development have 
produced this MARVEL OF EFFICIENCY. 


Qualified experts record their praise of its correct engineer- 
ing, electrical principles and its highest grade workmanship. 

PHENOMENAL SPEED. Mildest as well as 
HEAVIEST output, 4% to 200 milliamperes and over. 


FLEXIBILITY of control and range. 
FLUOROSCOPIC as well as RADIO- 
GRAPHIC. 


EASIEST on x-ray tubes through peculiar wave 
form. PRODUCES widest of contrasts on plates. 
AND WE ARE READY TO PROVE IT. 


Manufactured in sizes from | kilo-watt up 


rae LAST WORD IN TRANSFORMERS 


We manufacture a complete line od X-Ray and High 
Frequency Ma ic and Sinu- 
soidal Apparatus, Pantostats, Gaston, Vibrators, ete. 


We have the largest line of Cystoscopes, Urethroscopes and 
iagnostic Instruments in the United States. 


“Everything Electrical for the Physician and Hospital” 


Wappler Electric Manufacturing Co., inc. 


Write to DEPT. SF for 173-175 E. 87th St., NEW YORK 


catalogs and details 


COLLARGOLUM 


Soluble Metallic (Collotdal) Silver- Heyden 


The Universally Recognized Standard Injection Medium 
IN 


SKIAGRAPHY AND URETERO-PYELOGRAPHY 


Furnished in 1 0z., %4oz. bottles and 15 grain tubes 


Radtologic Purposes 


Supplied in 25 and 50 cc. glass-stoppered bottles 


SCHERING & GLATZ - York 
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HOTEL 


W. H. beeen MANAGER 


Sa 


‘ 
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NEW YORK 


43RD STREET, JUST EAST OF TIMES SQUARE, NEW YORK 


BOUND VOLUMES 


This magazine is especially designed for binding into book form, 
two volumes to the year, thus providing an up-to-date, authoritative 
and comprehensive reference work on surgery. The volumes are 
substantially bound in an extra good grade of art canvas, stamped in 
gold on front and back. 


SURGERY, GYNECOLOGY AND OBSTETRICS, per volume - $3.50 


SURGERY, GYNECOLOGY AND OBSTETRICS with the INTERNA- 
TIONAL ABSTRACT OF SURGERY, thumb indexed, per volume 7.00 
Sent prepaid to points in the United States and Canada. 


Unbound copies may be exchanged for the bound volumes on 
payment of $1.25 per volume for binding SURGERY, GYNE- 
COLOGY AND OBSTETRICS alone, or $2.25 per volume for 
binding the complete magazine including the INTERNATIONAL 
ABSTRACT OF SURGERY. 


Express or freight charges on journals returned for binding should be prepaid 
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A Measure of Safety 
for Your Maternity Patients 


Prescribe the Gossard Mater- 
nity Corset, that your patients may 
have scientific shoulder and abdom- 
inal support. 


This greatly relieves the de- 
pressing fatigue and exhaustion 
that usually accompany preg- 
nancy. The wearer is better 
able to walk and exercise, keep 
out of doors, meet her friends 
and live the usual normal life 
that is the best preparation for 
the ordeal-of childbirth. 


Front View About Sixth Month of Pregnancy 


ossard 


Maternity Corset 


Designed to meet,,in every detail, the 
physician’s requirements, the Gossard 
Maternity Corset has the endorsement of 
thousands of leading obstetricians. 


It does away with the need for special 
bandages or supports, can be accurately 
adjusted during every period, as shown in 
the illustration. 


Boned with special, flexible featherbone, 
soft and pliable as a glove, V-shaped inser- 
tions of elastic expand when the wearer is 
sitting. There is no compression of the 
nerves and blood vessels of abdomen and 
groin. 


The bones of the back are sufficiently 
stiff to afford necessary support. Lacings 
over the hips allow of accurate fitting. 


Corset reaches only to the waist, leaving 
upper part of the body free. 


Thousands of obstetricians now specify 
that their patients wear the Gossard Mater- 
nity Corset. 

Thousands of physicians find that the reg- 
ular Gossard Corsets answer far more 
successfully than bandages or regular 
surgical corsets, the needs of patients suffer- 
ing from enteroptosis, floating kidney, post 
operation, post partum, gastroptosis, pendu- 
lous abdomen, hernia and spinal curvature. 

These corsets can be inspected by you in 
your city, at the store selling Gossard Corsets, 
where fitting will be done by trained corse- 
tieres under your supervision. 

Gossard Corsets are completely and fully 
described in the ART OF CORSETRY 
FROM A MEDICAL STANDPOINT, a 
book prepared for the information of physi- 
cians and nurses and distributed tothem only. 
Sent FREE on request. Address 


The fh. Gossard (0. 


= 1233 Lakeview Building, 116 Michigan Avenue, Chicago 
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Michigan Boulevard, Congress to Harrison Streets 
Facing Beautiful Grant Park and Lake Michigan 


Congress Gotel and Annex 


THE RENDEZVOUS OF THE DISCRIMINAT- 
ING TRAVELERS FROM EVERY LAND 


Largest Space Devoted to Public Use of Any Hotel 
in the World 


In the Center of Everything Worth Doing and Seeing 
Easily Reached From All Depots by Surface, Elevated or Taxi 


EUROPEAN PLAN ONLY—Rates $2.00 per day upward 


CONGRESS HOTEL COMPANY 


N. M. KAUFMAN, President 
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“The high-water mark of works on Urology” 


—Dr. John B. Murphy 


UROLOGY 


The Diseases of the Urinary Tract in Men and Women 
By RAMON GUITERAS, M.D. 


Professor of Genito- Urinary Surgery, New York Post-Graduate Medical School 


With 7 Plates, 5 of which are in color and 943 Text Illustrations 
Cloth, $12.00 net per set 


Two Volumes. 


Unless you have recently been in touch with European and New York 
clinics, you do not realize the amount of advance in the field of Urology. 


Here is a book by a master clinician which gives you the last word on the 
subject. Dr. Guiteras knows his work thoroughly and his wide experience is 
evident on every page. ‘This work is not compiled from other books. The 
author tells what he has seen and done. 

His aim has been to consider principally, cause, diagnosis and treatment. 


The most modern methods of examination and diagnosis are described in 
detail. “The medical and palliative treatment of diseases are covered as care- 
fully as the surgical, and the details of such treatment are minutely described. 


The first volume takes up the field of diagnosis, urological therapeutics 
and the complete kidney, medical and surgical. 


Means of diagnosis in the entire field, practically without instrumentation, 
are given. 


Technical diagnosis, as a means of verifying clinical diagnosis, is explained 
in every detail. 


The second volume takes up the bladder, the prostate, the urethra, and 
other organs in their medical aspects as well as surgical. 


Dr. Guiteras has taught in the N. Y. Post-Graduate Medical School and 
Hospital for over twenty years and he understands every requirement of the 
general practitioner. 


A Book for the General Practitioner 


D. APPLETON & CO., Publishers NEW YORK 


“SIGN THE COUPON BELOW AND LET US SEND YOU THIS VALUABLE WORK AT ONCE 


D. APPLETON & COMPANY 
35 W. 32d St., New York City Date 


Please send prepaid and charge to my account Guiteras’ ‘‘Urology’’ in two volumes, $12.00 
net per set. 


NAME 


CITY. 


STATE 
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If you knew what Elbert 
Hubbard knows about the Grand 
Canyon of Arizona, you would go 
there again and again, as he does. 


Have you ever seen the Grand Canyon — 
the Grand Canyon, out in Arizona? 

Fifty thousand persons ought to have vis- 
ited it last year. They would have done so had 
they known what Elbert Hubbard knows, or 
Thomas Moran, or Lummis, or any one of a 
hundred other notables who have seen the Titan 
of Chasms and who go there again and again. 
Instead, only half fifty thousand went there 
during 1912. 

In the glare of mid-day El Grande Cajfion has 
been likened to an inferno, with the fires burned 
out. Morning and evening it is a bit of paradise; 
almost you can hear the rustle of wings. 

Most of us think of the Grand Canyon merely 
as one thing to look at —a big, overwhelming 
scenic spectacle. On the contrary, it is a thou- 
sand different scenes, depending upon where you 
are and the time of day or night. 

The Canyon is more than two hundred miles 
long, thirteen miles wide and, in the granite 
gorge section, a mile deep, with a great sweep of 
pine forests on both sides. 

The Santa Fe has made it so easy to get there 
you really have no good excuse for not stopping 
off, en route to or from California. A branch, 
sixty-four miles long, taps the main transcon- 
tinental line at Williams, Ariz., where there is a 
Fred Harvey station hotel, the Fray Marcos. 
Two trains a day, each way, with sleepers on the 
night runs and chair-cars on the day runs. No 
change of trains, if you happen to be on the Cali- 
fornia Limited. And the extra fare is only 
seven dollars and fifty cents. 

At the Canyon is El Tovar Hotel, if you want 
the best, and Bright Angel Camp, if economy is 
an object. Both are under Fred Harvey manage- 
ment. Four dollars a day and up at the big 
hotel; a dollar a day for room with café meals, 
at the camp. 

Last year a macadamized boulevard was built, 
nine miles long, along the southern rim, west 
from E] Tovar. And at road-end a new path, 
Hermit Trail, was built eight miles to the river 
below. These open up a new world of beauty 
and grandeur. 

You can obtain a copy of illustrated book, 
“Titan of Chasms,” by writing to Mr. W. J. 
Black, Passenger Traffic Manager, A. T. & S. F. 
Railway System, 1077 Railway Exchange, 
Chicago. The cover of this book 
is a four-color reproduction of a 
painting of the Grand Canyon 
by W. R. Leigh, the text com- 
prises articles by Major Powell, 
Chas. F. Lummis and C. A. 
Higgins. 


Althe way, 


Size 


Three Tubes in a Box, and ay Tube Containing 
Approximately 5 Feet 


Plain Catgut ro 
Chromic Catgut (10 and 20 Day)" 

Also Silk Worm Gut, Twisted Silk, Horsehair 
and Kangarouv Tendons at the Same 
Price as the Plain Catgut 
Emergency Size 


Six Tubes in a Box, and Each Tube Containing 
Approximately 20 Inches 


Plain Catgut, 20 Day Chromic Catgut, 
Medium Silk Worm Gut and Umbilical Tape 
Price without Needles 
Per Box of 6 Tubes... $0.65 
Twelve Boxes 6.50 
Price with Half-Curved Needles 


Per Box of 6 Tubes.... 
Twelve Boxes Assorted 


Order Direct by Mail and Get Fresh Stock 
Also Write for Booklet on our Method of Sterilization~ 


Special Quantity Discounts to Hospitals 


The same conditions prevail in our Laboratory 
that exist in the Up-to-date Aseptic Operating 
Room, and the most careful and painstaking Sur- 
geon can have the same confidence in our Suture 
Material as if every single strand were prepared 
under his own personal direction and supervision 


»,.48-50. PARK. PEACE. NEW. YORK 


Just Published Demy Octavo 
Pp. viii + 450, with 284 illustrations 


A MANUAL 


OPERATIVE 
SURGERY 


WITH 


SURGICAL ANATOMY 


AND 


SURFACE MARKINGS 


BY 


D. C. L. FITZWILLIAMS, 
M.D., Ch.M., F.R.C.S., Eng., F.R.C.S., Edin. 
Surgeon in charge of Out-patients, St. Mary’ 
Senior Assistant Surgeon to Paddington Green Chil- 
dren’s Hospital; Lecturer on Clinical Surgery, and 

Joint Lecturer on Operative Surgery, St. Mary's 

Hospital Medical School 


Price in Great Britain, 10s 6d net 


LONDON: BAILLIERE, TINDALL & COX, Covent Garden 
NEW YORK: WM.WOOD&CO. - Fifth Avenue 
TORONTO: THE MACMILLAN CO. OF CANADA, Ltd. 
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Two New 


Just Issued 


ROVSING 


Abdominal Surgery 


By THORKILD ROVSING 


Professor of Clinical Surgery at the University 
of Copenhagen 


EDITED BY 


PAUL MONROE PILCHER, A. M., M. D. 


Brooklyn, N. Y. 


Octavo.” About 500 pages. 138 illustrations. 


Cloth, $5.00 


This celebrated work, al- 
ready done in Danish, Ger- 
man and French, is now 
available in English. It is 
in the form of twenty-five 
illustrated clinical lectures on 
surgery of the abdomen, a 
clear, concise, practical book, 
by a well-known surgeon. 
The mere announcement of 
the appearance of the work 
in English resulted in a large 
advance sale. 


The introduction considers 
the attitude of the general 
practitioner with regard to 
surgery, power and respon- 
sibility, importance of exam- 
ination, general instructions 
with regard to examination 
of surgical patients, explora- 
tory operations, etc. 


HOWARD 


Practice of Surgery 


By RUSSELL HOWARD 
M. S., (Lond.), F. R. C.$., (Eng.) 


Surgeon, Poplar Hospital; Assistant Surgeon, London 
ospital; Joint Lecturer on Surgery and Teacher 
of Operative Surgery, London Hospital 
Medical College 


Octavo. 1227 pages. 523 illustrations. 
8 colored plates. Cloth, $5.50 


A special feature of this 
book is the concise descrip- 
tions of the clinical features 
of the various diseases of sur- 
gery. The pathology is mod- 
ern and the student is not 
burdened with obsolete theo- 
ries. Special attention has 
been given to the description 
of the treatment of diseases 
so as to make it as clear as 
possible, also a description of 
the after-treatment of oper- 
ations. More space than is 
usual in a text-book on sur- 
gery has been devoted to 
diseases of the nose, ear, 
pharynx and larynx. 


J. B. LIPPINCOTT COMPANY 


LONDON: Since 1875 
16 John St., Adelphi 


PHILADELPHIA: Since 1792 
East Washington Square Unity Building 


MONTREAL: Since 1897 
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Dr. Howard Kelly’s 


Stereo-Clinic 
THIRTY SECTIONS NOW PUBLISHED 


showing, step by step, the technique of eminent 
surgeons in over seventy surgical operations 


New sections now ready for delivery 
Section XVIII CHARLES H. MAYO, M. D., Rochester, Minn. 


Excision of Sigmoid with Cautery 
Anterior Gastroenterostomy 


W. J. MAYO, M. D., Rochester, Minn. 


Pylorectomy and Partial Gastrectomy 
Extirpation of Carcinomatous Colon 


Section XIX FRED H. ALBEE, M. D., New York, N. Y. 


Bone Transplantation as a Treatment of Fracture 
Operation for Pott’s Disease 


Section XXIV. GEORGE W. CRILE, M. D., Cleveland, Ohio 
Transfusion of Blood 


Section XXV ROBERT JONES, F. R. C. S., Liverpool, Eng. 


Paralytic Calcaneocavus 

Resection of Left Internal Semilunar Cartilages 
Bloodless Reduction of Congenital Luxation of the Hip 
Treatment of Colles’ Fracture 


Section XXVI ROBERT JONES, F. R. C. S., Liverpool, Eng. 


Spastic Paralysis of the Legs 
Adductor Tenotomy Spastic Everted Flat-Foot 


Section XXVII S. W. BANDLER, M. D., New York, N. Y. 


Operation for Restroversion and Marked Cystocele, 
with Relaxed Vaginal Outlet , 


WRITE FOR COMPLETE LIST 


@ Other announcements will be made later, as we shall continue to organize 
these Stereo-Clinics until every phase of anatomy, pathology, diagnosis, surgical 
and topical treatment that can be best taught by this method has been included. 


Sold only by subscription. For further particulars address 


THE SOUTHWORTH CO., Publishers 
TROY, NEW YORK 
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New Books and New Editions 


NEW WORK 


Ashhurst’s Surgery JUST READY 


Surgery. Its Principles and Practice. By Asriey P. C. AsHuurst, A. B., M. D., F. A. C. S., 
Instructor in Surgery in the University of Pennsylvania; Associate Surgeon to the Episcopal Hospital; Assist- 
ant Surgeon to the Philadelphia Orthopedic Hospital and Infirmary for Nervous Diseases. Large octavo, 1141 
pages, with 1032 illustrations, mostly original, and 7 colored plates. Cloth, $6.00 net. 


Simon’s Clinical Diagnosis READY 


A Manual of Clinical Diagnosis by Means of Laboratory Methods. By Cuar-es E. Simon, M. D., 
Professor of Clinical Pathology and Experimental Medicine, College of Physicians and Surgeons, Baltimore. 
Octavo, 809 pages, with 185 engravings and 25 plates. Cloth, $5.00 net. 


Ballenger on the Nose, Throat and Ear MEW GUST READY 


A Treatise on Diseases of the Nose, Throatand Ear. By W. L. BaLtencer, M. D., Professor of 
Laryngology, Rhinology and Otology in the College of Physicians and Surgeons, Chicago. Octavo, 1080 
pages, 533 engravings, mostly original, and 33 colored plates. Cloth, $5.50 net. 


Hare’s Diagnosis READY 


Diagnosis in the Office and at the Bedside. “Che Use of Symptoms and Physical Signs in the Diagnosis 
of Disease. By Hopart Amory Hare, M. D., Professor of ‘Therapeutics, Materia Medica and Diagnosis in 
the Jefferson Medical College, Philadelphia. Octavo, 547 pages, with 164 engravings and 10 plates. Cloth, 
$4.00 net. 


Cowan on the Heart JUST READY 


Diseases of the Heart. By JoHn Cowan, D. Sc., M. D., F. R. F. P. S., Professor of Medicine, 
Anderson’s College Medical School; Physician, Royal Infirmary; Lecturer in Clinical Medicine in the Univer- 
sity of Glasgow. Octavo, 451 pages, illustrated. Cloth, $4.00 net. 


Newcomet on Radium JUST READY 


Radium and Radiotherapy. Radium, Thorium and other Radio-active Elements in Medicine and 
Surgery. By Witiam S. Newcomer, M.D., Professor of Roentgenology and Radiology, Temple University, 
Medical Department; Physician to the Oncologic Hospital; Fellow of the College of Physicians, Philadelphia. 
12mo., 315 pages, with 71 engravings and 1 plate. Cloth, $2.25. net 


Jackson on the Skin MEW OUST READY 


The Ready-Reference Handbook of Diseases of the Skin. By Georce Tuomas Jackson, M. D., 
Professor of Dermatology, College of Physicians and Surgeons, New York. 12mo., 770 pages, with9115 
engravings and 6 plates. Cloth, $3.00 net. 


Goodman on Blood Pressure JUST READY 


Blood Pressure in Medicine and Surgery. A Guide for Students and Practitioners. By Epwarp{H. 
yaa Te M. D., Associate in Medicine in the University of Pennsylvania. 12mo., 230 pages, illustrated. 
oth, $1.50 net. 


706-8-10 Sansom Suet LEA & FEBIGER 2 West 45th Street 
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Entrance West House Office and Bath House Psychopathic Hospital 


THE MILWAUKEE SANITARIUM 


FOR MENTAL AND NERVOUS DISEASES WAUWATOSA, WIS. 
Located at Wauwatosa, (a suburb of Milwaukee) on 0. M. & St. P. Ry., 2% hours from Chicago, 15 minutes from Milwaukee, 5 minutes 
from all cars. Two lines street cars. Complete facilities and equipment, as heretofore announced. New Psychopathic Hospital. 
Continuous baths, fire-proof building, separate grounds. New West House: Rooms en suite with private baths. New Gymnasium and 
recreation building: Physical culture, new ‘‘Zander’’ machines, shower baths. Modern Bath House: Hydrotherapy, Electrotherapy, 
Mechanotherapy. 28 acres beautiful hills, forest andlawn. Five houses. Individualized treatment. 
Telephones: Chicago—Central 2856. Milwaukee—Wauwatosa 16 

RICHARD DEWEY, A. M., M.D. HERBERT W. POWERS, M.D., and WM. T. KRADWELL, M, D. CHICAGO OFFICE: Venetian Bldg., 15 E. Washington St. 
Physician in Charge, Wauwatosa, Wis. Assistant Physicians Wednesdays 11:80 to 1 o'clock except in July and Aug. 


MILK BOTTLED IN THE 
COUNTRY 


Established 1857 KENOSHA, WIS. 


On the Northwestern Railroad, 

ciape- * On the Shore of 

from Lake Michigan 
A private institution for the scientific treatment 
of chronic di .—Nervous diseases a specialty. 
Combines in most perfect form the quiet and 
isolation of country life, with the luxuries of high- 
class hotels, and the safety of the best medical skill 

and nursing. 

For further information and illustrated booklet, 


ess the managers, 


N. A. Pennoyer, M.D. KENOSHA, WISCONSIN 
G. F. Adams, M. D. Long Distance Tel. 109 
Chicago Office 
Marshall Field Building, Room 801 
Thursdays 2 to 4 Tel. Private Exchange 1 


MILK CREAM BUTTER 
BUTTERMILK 


evanston CHICAGO oak parK 


WHY NOT HAVE THE BEST? OUR 
WAGONS WILL SERVE YOU ANY- 
WHERE. TELEPHONES AT ALL OFFICES 


BEWARE OF IMITATIONS 


McAvoy’s Malt Marrow 


AS A TONIC 
Has No Superior 


McAvoy;Malt Marrow Dept., Chicago, U.S.A. 
Our Phones: Calumet 5401, all departments. Auto. 71-125 
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The “St. Paul” Leads All 


In Equipment—Service— 
Reputation 


Between Chicago, St. Paul and Minneapolis 


The “ST. PAUL” was the FIRST line to be built between 
Chicago and the Twin Cities. - 


The distinction fixed by date is maintained by service—the 
“ST. PAUL” is STILL the FIRST line between Chicago and 


the Twin Cities. 

It is the only line operating a solid standard sleeping carand din- 
ing car train—“THE PIONEER LIMITED”—and five other daily 
trains, including a coach, parlor car and dining car section of “THE 
PIONEER LIMITED” between Chicago and the Twin Cities. 


It is the double track line, between Chicago to the Twin Cities. 

It is the only line owning all equipment and employing all 
attendants on all trains, between Chicago to the Twin Cities. 

The first line to operate all-steel trains between Chicago and 
the Twin Cities. ; 

It is the line with “Longer — Higher—Wider” sleeping car 
berths on all trains between Chicago and the Twin Cities. 

It is the line with the celebrated and unequaled dining car 
service between Chicago and the Twin Cities. 

It is the line selected by the United States Government for 
its Fast Mail trains between Chicago and the Twin Cities. 

It is the line that links scenery with service, traversing the 
beautiful lake region of Wisconsin and skirting for 140 miles 
the banks of the picturesque Mississippi River en route between 
Chicago and the Twin Cities. 

Concretely expressed, the “St. Paul” Road stands 
SUPREME in all respects, between Chicago and the Twin Cities. 


Chicago, Milwaukee & St.Paul Ry, 


On your next trip to the Twin Cities try “St. Paul” service. 
Tickets and sleeping car reservations at 


52 W. Adams Street, Marquette Bldg. (Tel. Harrison 6162, 
Automatic 680-326) and Union Passenger Station 


GEO. B. HAYNES, General Passenger Agent, CHICAGO 
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~ Chica Finest Hotel / 


RATES 


One Person: 


Per Day 
Room with detached bath, $2 to $3 
Room with private bath, $3 to $5 


Two Persons: 


Per Day 
Room with detached bath, $3 to $5 
Room with private bath, $5 to $8 
Two Connecting Rooms with Bath: 


Per Day 


- $5to $8 
$8 to $12 


Two Persons - - 
Four Persons - - 


Suites: $10 to $35 per day 


ERNEST J. STEVENS, V.-Pres. & Mgr. 
Chicago 


La Salle at Madison Street ° 


the service of a thousand trained employees who 


© popularity of HOTEL LA SALLE is due to 


co-operate intelligently and enthusiastically with the 


mangement to give prompt, courteous and efficient attention 


to every detail of the guests’ requirements. 


The only Hotel in Chicago maintaining floor 
clerks and individual service on every floor 
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POST-GRADUATE MEDICAL SCHOOL 


CHICAGO 
MAY and JUNE 


General Clinical Course — Includes General Medicine, Surgery, 
Gynecology, Obstetrics, Skin and Venereal, Stomach and Intestines, 
Nervous and Mental, Tuberculosis, Physiologic Therapeutics, Eye, Ear, 
Nose and Throat, Rectal, Diseases of Children. 


Special Personal Courses In All Departments 


Physical Diagnosis, X-Ray, Electro Therapeutics, General Laboratory 


Course, Operative Surgery on Cadaver and Dog, Cystoscopy, Eye, Ear, 
Nose and Throat. 


Write for Booklet 
2400 DEARBORN STREET CHICAGO, ILLINOIS 


SOCIETY OF THE 


LYING-IN HOSPITAL 


OF THE CITY OF NEW YORK 


Practical Instruction in Obstetrics 
Offered to Graduates and Undergraduates in Medicine 


Unexcelled facilities for the practical study of obstetrics. The 
number of women treated averages over 5000 annually. Opportun- 


ities for original research to properly qualified graduates are likewise 
available 


For further particulars address the resident Medical Superinten- 
dent, Dr. Wm. H. Spiller, 307 Second Ave., New York City. 
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Advance Information 


Original articles which are to appear in early issues 


Placenta Previa and Its Treatment....... PROFESSOR Doctor W. NAGEL, Berlin, Germany 


The Prevention and Treatment of Pelvic 


A Procedure for the Repair of Accidental Injuries to the Rectum..................... 
Cuas. Gorpon Heyp, B. A., M. D., New York City 


Hemorrhagic Osteomyelitis. GEORGE BARRIE, M.D. and O.S. Hittman, M. D., New York City 


Post-Operative Pleurisy with Effusion and Empyema........................-e-eeeee 
OR A. C. BurnHaM, M. D., New York City 


Treatment by Cautery of Gastric Ulcer...... Donatp C. BAtFour, M. D., Rochester, Minn. 


Compound Comminuted Fracture of Tibia and Fibula; One of the Fragments Used for a 


Concerning Renal Lesions after Pyelography.............. LEo BuERGER, M. D., New York 


Demonstration of a Universal Extension Apparatus Applied to a Surgical Bed.......... 
CarL G. Swenson, M. D., Chicago 


The Further Development of an Apparatus for the Transfusion of Blood................ 
eiermreistetetersia Henry S. SATTERLEE, M.D., and Ransom S. Hooker, M.D., New York City 


J. E. Moore, M.D. and J. Frank Corsett, M.D., Minneapolis, Minn. 


A New Method of Circumcision...... W. Lawson THorNTON, M.D., Birmingham, Alabama 
Autogenous Fascial Transplantation ..... Victor F. MArRsHALL, M. D., Appleton, Wisconsin 
On the Pathology and Treatment of Chronic Leucorrheea.. ARTHUR H. Curtis, M. D., Chicago 


Two-Time Treatment of Encysted Peritoneal Abscesses...............ceeeececcceeees 
W. A. Bryan, M.D., F.A.C.S., Nashville, Tenn. 


An Operative Technique for Radical Extirpation of Vesical Neoplasms................. 
eisiaiaraceusiens J. BENTLEY Squier, M.D., and CHARLES GorDON HEyp, M.D., New York City 


Remarks on the Surgery of the Ileocecal Coil..... FRANCIS REDER, M.D., St. Louis, Missouri 


An Experimental Study of Silk Tendon Plastics with Particular Reference to the Pre- 
Cart Wm. HENzE, M.D., New Haven, Connecticut, and LEo MAYER, M.D., New York City 


Congenital Contractures of the Fingers, with the Report of a Case of the Familar Type .... 
Haroitp Nevuor, M. D., and OPPENHEIMER, M. D., New York City 


The Evolution of the Tonsil and Adenoid Operation and the Description of the Writer’s 
Josern C. Beck, M. D., Chicago 


Infraction of the Second Metatarsal Bone; a Typical Injury................0..ee secon 


Ulcer of the Stomach in Children Before Puberty.....................0eeeeseeeeees 
CHARLES D. Lockwoop, M.D., Pasadena, Cal. 


Observations of the Gonococcus Complement Fixation Test Employing Specific and 
Non-Specific Antigens...... B. A. THomas, M. D., Ropert H. Ivy, M. D., and.... 


Chronic Perforation of Peptic Ulcer. .J. RussEtL VERBRYCKE, JR., M. D., Washington, D. C. 
The Use of the Wire Clamp in Operations for Goiter.. LEONARD FREEMAN, M.D., Denver, Colo. 
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Advance Information 


Original articles which are to appear in early issues 


On the Technique of Intrathoracic Operations 


Some of the Results of Neglected Chronic Intestinal Stasis 
A. C. JorDAN, M. D. ., M. R. C. P., London 


Operative Behandlung des Aortenaneurysma 
PROFESSOR H. KUMMELL, Hamburg-Eppendorf, Germany 


Uber Intravanose Aethernarcose. .. PRoressor H. Hamburg-Eppendorf, Germany 
Tarsalgia WILLIAM JACKSON Merritt, A. B., M. D., Philadelpha 


The Use of Pituitary Extract in Labor 
..D. G. Mapixt, M. B., and R. M. ALLEN, M. B., Rotunda Hospital, Dublin, Ireland 


A Case of Common Ileocolic Mesentery with Torsion 
Cat TAGE-HANSEN, Copenhagen, Denmark 


The R6ntgenographic Diagnosis of Prostatic Enlargement by Means of Air Inflation of 
Uva ETE A. Hyman, M. D., and LEopotp Jacues, M. D., New York 


A New Method of Round Ligament Fixation 
H. T. Goopwin, M. D., Richmond Borough, N. Y. 


Malignant Disease of the Retained Testicle 
ARTHUR PARKER Butt, M. D., and AARON ARKIN, Pu. D., M. D., Davis, West Virginia 


A Modification of Abbott’s Frame for Applying Scoliosis Jackets 
ALBERT FREIBERG, Cincinnati, Ohio 


Anterior Choledojejunostomy. With Report of a Case 
REGINALD H. Jackson, M. D., Madison, Wisconsin 


Fractures Near to Joints Harry M. SHERMAN, M. D., San Francisco 
Fractures Into Joints.. HARRY M. SHERMAN, M. D., and DupLey Tarr, M. D., San Francisco 


Arteriovenous (Varicose) Aneurism of the Deep Epigastric Artery and Vein. Report of an 
Unique Case with a Review of the Literature M. J. SE1FerT, M.D., Chicago 


Avulsion of the Scalp ARTHUR AYER Law, M.D., Minneapolis, Minn. 
Pyonephrosis CHARLES CHETWOOD, M. D., New York City 


Sliding Splint of Plaster of Paris for Fractured Femur 
James T. HANAN, M.D., Montclair, New Jersey 


Intestinal Polyposis with Report of Case with Three Intussusceptions 
T. Bratrup, M.D., Warren, Minnesota 


On the Absorption and Tensile Strength of Certain Absorbable Animal Ligatures 
WILLIAM GRAY PHILLIPs, Jr., M. D., Brooklyn, N. Y. 


F. E. McKenty, M. D., F. R. C. S., Montreal, Canada 
Interpleural Pneumolysia FRANZ TorEK, M. D., New York City 


Dilatation of an Otherwise Impassable Stricture by the Retrograde Passage of a Filiform 
Bougie A. J. UNDERHILL, M. D., Baltimore 


Modern War Surgery RIcHARD J. BEHAN, M. D., Pittsburgh 


XXxxi 
... . LEXIS CarREL, M. D., New York 
5 
An Unusual Laceration of the Female 
+s FIGUEROA, M. D., Merida, Yucatan, Mexico 
The Axillary Sup..........................GEORGE S. Foster, M. D., Manchester, N. H. a 2 
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SURGERY, GYNECOLOGY AND OBSTETRICS 


New York Post-Graduate Medical School and Hospital 


Second Avenue and Twentieth Street, NEW YORK CITY 


GEORGE G. WARD, Jr., M.D., 


JAMES F. McKERNON, M.D., 


ROBERT L. LOUGHRAN, M.D., 


Secretary of the Faculty President Assistant Secretary of the Faculty 
ALEXANDER H. CANDLISH, Superintendent 
HOURS OF 3 Be 
ATTENDANCE | MONDAY TUESDAY |WEDNESDAY| THURSDAY FRIDAY SATURDAY 
9—10 A.M. 
EYE Adj. Prof. Cohen Adj. Prof. Cohen Adj. Prof. Cohen 
Surgical Diagnosis} Adj. Prof. Albee (A) |Adj. Prof. Rehling (C)} Dr. Vincent (C) {Adj. Prof. McCarthy Adj. Prof. Torek (C) Dr. Heyd (C) 
INTUBATION, (Genito-Urinary) 
LUMBAR PUNCTU psy Room) (Autopsy Room) 
TROPICAL MEDICIN Dr. Russell (D) 
10—11 A.M. Prof. West (B) Prof. Ward (B) Prof. Boldt (B) Prof. West (B Prof. Ward (B Prof, Boldt (B) 
DISEASES of WOMEN | adj, Prof. Pinkham | Adj. Prof. Dorman | Adj. Prof. Bandler | Adj. Prof. Pinighom Adj. Prof. bid Adj. Prof. Bandler 
NEUROLOGY AND : 
PSYCHIATRY Adj. Prof Cornwell 
11—12 A.M. (B) 
CLINICAL MEDICINE| Prof. Kast (D) Prof. Chace (DD) | Prot. Quintard (D) Prof Sondern (D) Prof. Einhorn (D) Aa. Prof. Abrahams 
‘Min tl 
FRACTURE CLINIC |Adj. Prof. Moorhead(C) nec) 


(Surgical Dressing 


SPECIAL LECTURE Prof. Douglass (C) Prof. Schamberg (C)| and Bandaging 
(Nose and Throat) Oral Surgery 
P.M. 
Diseases of ‘Children Prof. Chapin (D) Prof. Caille (A) | Adj. Prof. Pisek (ID) |Adj. Prof. Dennett (D)} Prof. Dunham (C) ee Prof. Peterson (C) 
Adj. Prof. Putnam | Adj. Prof. Cornwell 
(Surgery) (Neurology and 
Psychiatry) 
GENITO-URINARY Prof. Fuller Prof. Guiteras 
(Operations) (Operations) 
INTERMISSION 
1.30—2.30 P.M. Prof. Rice Prof. Douglass Adj. Prof. Harris Prof. Douglass Prof. Rice Adj. Prof. Lovell 
NOSE AND THROAT} Adj. Prof. Ferguson Adj. Prof. Lovell Adj. Prof. Lovell | Adj. Prof. Ferguson 
2—3 P.M. 
X-RAY Prof. Hirsch Prof. Hirsch Prof. Hirsch Prof. Hirsch 
2—3.30 P.M. Prof. Lloyd (C) Prof. Erdmann (C) Prof. Morris (C) Prof. Lloyd (C) Erdmann (C Prof. Morris (C) 
SURGERY Adj. Prof. Peterson | Adj. Prof. Moorhead Adj. Prof. Judd Adj. Prof’ Peterson en “Prof, Moorh Adj. Prof. Judd 
2—3 P.M. 
* Medical Ward Rounds} Dr. Haberlin Dr. Haberlin Dr. Haberlin 
* NEUROLOGIAL 
WARD ROUNDS 
prot, Phillips Prof. MeKernon Prof. Rae Prof, MeKernon | Prof. Phillips Prof, Rae 
GENITO-URINARY Prof. Guiteras Prof. Guiteras Prof. Guiteras 
DISEASES OF THE Adj. Prof, 
SKIN Prof. Politzer (D) | Dr. Olliphant (D) | Prof. Politzer (D) (D) Adj. Prof. Lusk (D) | Dr. Oliphant (D) 
3.30—4.30 P.M. Prof. MacPhee (A) | Prof. Hammond (A) | Prof. MacPhee (A) |Adj. Prof. Jelliffe (A)}| Psychiatry (A) 
of ti ind 
jervous System Adj. Prof. Harris 
RECTUM Prof. Gant (B) Prof. Gant (B) Bs and Throat) 
EYE Prof. Alger Adj. Prof. Cohen Prof. Davis Adj. Prof. Cohen Prof, Alger Prof. Davis 
SURGERY Prof. Willy Meyer (C)| Prof, Squier Prof, De Garmo Dr. Heckman (C) 
4—5 P.M. Prof. Guill and Adj. Prof. Rebling | (G.U. Operations) |(Hernia Operations)| Prof, Caille and 
* Babies Ward Rounds Dr. Pease Prof. Caille & Dr. Pease Dr. Pease 
4.30—5.30 P.M. 
Orthopedic Surgery Prof. Taylor (C) | Orthopedic Clinic (C) | Prof. Taylor (C) Adj. Prof. Ogilvy (C)| Adj. Prot. Albee (C) Orthopedic Clinic 
* Ortho. Ward Rounds Adj. Prof. Albee oe 
*Surgical Ward Rounds Dr. Heyd Dr. Heyd 
OBSTETRICS _|Adj. Prof. DeForest (D) Prof. De Garmo Adj. Prof. Knipe (D) Prof, Brodhead (D) 
5 P.M Prof, Woodward Dr. Carpenter (D) 
a Ophthalmology in —— Adj. Prof. Virden Prof. Woodward 
EYE General Medicine (Anat’y & Physiology) (Ophthalmoseopy) 
7.30—8.30 P.M. 
NOSE AND THROAT Dr. Sheedy Dr. Newcomb Dr. Bardes Dr, Sheedy Dr. Newcomb Clinic 
8—9 P.M. (C) 
GENITO-URINARY Prof. Fuller (C) | Adj. Prof. Ayres (C) | Prot. Fuller (C) | Adj. Prof. —_ (C)| Adj. Prof. Pedersen | Adj. Prof. Ayres (C) 


* Bedside Rounds and Post-Operative Treatment in Surgical, Medical, Orth 


above Schedule. Classes limited to 15 poor eon 


At 


1 and Babies Wards as stated on 


etc. 


Special Courses to limited classes i in a of Women; Diseases of Eye and Ear; Infant Feeding; Diseases of Nose and Throat; Obstetrics; 
hysical Di: For further detailed information, address the Secretary of the Faculty. 
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“Should I Boil or Steam Sterilize My Tubes of Catgut>” 


This is a question that every surgeon must decide. But one thing is certain, he can do 


\ AT 


so repeatedly without impairing in the 
slightest the tensile strength, flexibility or 
other qualities of his suture material, if it 


‘Var torn» “Catgut” 


Greasy contamination of glass tubes by 
handling is inevitable. Obviously, this 
cannot be completely overcome by washing 
with aqueous antiseptic solutions. But 
submitting the unbroken tubes carefully 
wrapped in gauze or towels to boiling or 
steam sterilization destroys all bacteria 
and gives the operator the comforting as- 
surance that he has by his own act elimi- 
nated his sutures as carriers of infection. 


The foregoing is only one of the benefits 
thataccrue from the use of “ZéxzHor72» catgut. 


VAN HORN SAWTELL 


NEW YORK, U.S. A. 
15 and 17 East 40th Street 


LONDON, ENGLAND 
31-33 High Holborn 


Lateral Tilted Position for Kidney Operation 


De QUERVAIN 
SCHAERER’S 


Operating Table 


MODEL X 


the most efficient and best 
of all. Every position 
easily obtained. The Origi- 
nal Pattern can only be pro- 
cured by the manufacturers. 


M. SCHAERER, A. G. 


Novelties in Instruments for Skull and —(agaher of Prof. Kocher’s Intruments) 
Lungs Operation, Vessel Suture, Blood 
Transfusion, Laparotomy, Etc. 41 BERNERS STREET, W 


BERN, SWITZERLAND 


LONDON BRANCH: 
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The Cambridge Electrocardiograph 


For Hospital Installations 


The figure shows the complete outfit with patient in position. 
The apparatus is characterized by its simplicity and accuracy, and is 
of the highest practical utility and convenience. 

It is especially suitable for permanent installation in hospitals, 3 
wire cable being used to connect the various wards to the galvano- 
meter room. 


The Einthoven String Galvanometer constitutes a principal 
part of the outfit. 


Particulars in our Complete Cardiograph Catalogue No. 107-F. 
sent free on application. 


The Cambridge Scientific Instrument Co., Ltd. 
CAMBRIDGE, ENGLAND 


Makers of Scientific Instruments of every description, Microtomes, Clinical Thermometers 
and other Physiological Apparatés” 


Sole Agents for America 


The Taylor Instrument Companies Rochester, New York 
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ESTABLISHED 1708 


Hermetically Sealed Tins of 
Sterile Dressings, Overalls, Caps, 
Towels, etc. 


Suitable for all kinds of OPERATIONS 
(minor and major) and ACCOUCHEMENTS 


Always kept in stock ready for supply at a moment’s notice —day 
or night. Tins packed specially to surgeons’ own requirements 
and delivered within a few hours. 


NOTE— All goods sterilized in Autoclaves at a temperature of 260° F., 
dried in a vacuum of 20", and tins sealed under ideal conditions. 


Catheters, Bougies 


and all appliances for use in BLADDER, 
URETHRAL and RENAL SURGERY 


BEST quality only, woven in SILK and covered with successive 
layers of GUM ELASTIC. These instruments may be sterilized 
by boiling or immersing in solutions of Mercuric Chloride, or 
Mercuric Bicyanide, without fear of their blistering. 


“Merlusan” 
(The New Mercury-Albumin Compound) 


Dr. Matzenauer’s latest discovery for the oral treatment of Syphilis. 
This oral treatment is superseding injection and inunction methods, 
and has met with distinct success on the Continent. 


Any particulars desired will be readily given to surgeons at our stand (No. 14) at 
the Exhibition of the Clinical Congress of Surgeons, or on a receipt of a postcard 


JOHN BELL & CROYDEN, Ltd. 
50 Wigmore Street LONDON, W. 


Telephone MAYFAIR 6457 (3 Lines) Telegrams: Croybelaco, Wesdo-London 
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International Anesthetics 


CHLOROFORM _puncan 
ETHER  puNncan 


“You’re Always Safe With Duncan’s’’ 


OBTAINABLE EVERYWHERE. Manufactured Only By 


DUNCAN, FLOCKHART & CO. 
EDINBURGH and LONDON 


FROM NISBETS’ LIST 2nd Revised Edition 
By HERBERT JOHN PATERSON, F.R.C.S. 


With Many Illustrations, 12s. 6d. net. 


THE SURGERY OF THE STOMACH 


“A most excellent, thorough and complete work.”— British Medical Journal 


Auto-Inoculation in Pulmonary Tuberculosis 
By MARCUS PATERSON, M.R.C.S., L.R.C.P. 


With Charts and Illustrations. Demy 4 to 21s. net. 


By SIR J. BLAND SUTTON, F. R. C. S. By SIR W. ARBUTHNOT LANE, Bt. 


Cancer Clinically Considered, 2s. 6d. net. The Operative Treatment of Chronic 
Constipation, 2s. 6d. net. 
Gall Stones and Diseases of the Bile Ducts, Tin af 
4s. 6d. net. Intestinal Stasis, Is. 6d. net. 


NISBET & CO.,Ltd. 22 Berners St., London, W. 
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Mayer Meltzer 


MANUFACTURERS OF 


Surgical Instruments of Highest Quality 


Established Over 50 Years 


Diagnostic Tuning Forks 
By James Cantlie, M.B., F. R. C. S. 


See “The Journal of Tropical Medicine 
and Hygiene,” Jan.15, 1914: “The use of the 
tuning fork in diagnosing the outlines of solid 
and hollow . 
viscera of the 
chest and ab- 
domen and of 
certain patho- 
logical condi- 
tions.” 


“EF MANDEM” Electric Lamps 


are the latest word in Examination Lamps _ for 
Laryngologists, Ophthalmologists, Gynaecologists and 
GeneralSurgeons. Considerably over 1000 have been 
supplied to the leading Institutions, School 

Clinics and Specialists in parts of world. 


Various patterns of these lamps will be =<=— 
on view in our show rooms during July and 
August and visitors to the London Congress should not fail to call and see the selection 
of latest instruments in every branch of surgery which are there on view, including: 


Anaesthetic Apparatus for Intra~Tracheal Ether The latest instruments for operating on the Nose 


Insuflation, Infusion Anaesthesia, Local Anal- : 
gesia, Open Ether Method, etc., etc. and Accessory Sinuses, Dacryocystotomy, etc. 


Tonsil Enucleation, Direct Laryngoscopy and 
Instruments for examination of and operating Instruments for Abdominal, Cerebro-Spinal 


upon the air passages and oesophagus, Gastro- Ophthalmic, Orthopedic Surgery and_ for 
Scope, etc., etc. General Diagnosis. 


MAYER & MELTZER, 71 Great Portland St., London, W. 


Branches: MELBOURNE, CAPE TOWN, JOHANNESBURG 
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North-East London 


Post-Graduate College 


Prince of Wales’ General Hospital 
TOTTENHAM, LONDON, N. 


Special Summer Course 
August 4th to 14th, from 10 a. m. to 5:30 p. m. daily 


This course will include classes in the mornings 
on newer clinical methods and technique; in the 
afternoons clinical demonstrations of illustrative, 
rare or otherwise important cases, and clinical 
lectures, lantern demonstrations, consultations and 
discussions. 


Demonstrations will also be given in several 
associated London hospitals. 


Fees for the course £5 ($25.00), or to members 
of the school £3-3-0; or for one week £3 and 
£2-2-0, respectively. 


Names of those intending to join the course 
should reach the Dean not later than July 28th. 


Syllabus of the course and further information 
may be obtained by application at the hospital to 


ARTHUR J. WHITING, M.D., Dean 
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London’s Premier Hotels 


The Hotel Russell 


Overlooking the park-like Russell 
Square, the surroundings are quiet 
and secluded, yet within easy 
access of West End and City. Tube 
Station adjoins the hotel. Cuisine 
and service of the highest order. 
Spacious Winter Garden. Apart- 
ments, Suites and General Ap- 
pointments unsurpassed in their 
refinement and comfort. 


Visitors to the Clinical Congress of Surgeons to be held in 
LONDON should stay at the 


HOTEL RUSSELL or HOTEL GREAT CENTRAL 


Of the Frederick Hotels Group 
REFINED COMFORTABLE MODERATE 


Private bathrooms and lavatories complete Every bathroom with outside window 


The Hotel Great Central 


Occupies an exceptionally healthy 
and hygienic situation in close 
proximity to Harley Street, the 
Medico Land of London. One of 
the most comfortable and homely 
hotels in the Metropolis. Rooms 
large, lofty and airy. Within a 
few minutes of the West End. 
Tube Station attached to the 
hotel. Extensive, beautiful palm 
court. First class cuisine. 


Write today for Illustrated Tariff Booklet to 
International Sleeping Car Co. 281 Fifth Avenue, New York 
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CLINICAL CONGRESS OF SURGEONS 
LONDON, July 27 to August 1, 1914 


The following Gordon Hotels are being recommended by the 
Management of the Convention 


HOTEL VICTORIA 


LONDON 


One of.the most comfortable 
hotels in London, and a great 
favorite with Americans. Cen- 
trally located adjoining Tra- 
falgar Square, and close to 
Buckingham Palace, West- 
minster Abbey, theaters and 
fashronable shopping district. 
Numerous luxurious suites 
with private bathrooms 
attached. Post office tele- 
phones in bed rooms and pri- 


vate sitting rooms. 


Other Hotels in London under the same management and 
equally comfortable and convenient 


GRAND HOTEL, Overlooking Trafalgar Square 
HOTEL METROPOLE, Northumberland Avenue 
GROSVENOR HOTEL, Adjoining Victoria R. R. Station 
FIRST AVENUE HOTEL, High Holborn 


ROOMS MAY BE RESERVED BY MARCONIGRAMS 
FREE OF CHARGE. (See Back of Message Forms). 


Tariff Booklets from the Spur Travel Bureau, 569 5th Ave., New York 
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Family Hotel of the first order 
Location the most central 


Healthy and open 


LANGHAM HOTEL 


PORTLAND PLACE AND 
REGENT STREET 


LONDON, ENGLAND 


The Royal Palace Hotel 


CCUPIES the most charming position in London, 
overlooking Kensington Palace and Gardens. 
25 Suites of Rooms with Private Bath, as well as a 
large number of Double and Single Bedrooms at 


VERY MODERATE INCLUSIVE RATES 


Further particulars and Specimen Menus on Application 


HOTEL ORCHESTRA PLAYS TWICE DAILY 


KENSINGTON, W. 


Telegrams: “Precedence, Kensington, London” 
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Hans Hotel 


Belgravia, London, S. W. 


High Class Family Hotel, very quietly and conveniently situated in 
fashionable district. (Officially recommended by the management 
of the Clinical Congress of Surgeons). 


Telegrams: Osteolite, Knights, London Telephone: 2990 Kensington (5 Lines) 


HOTEL RICHELIEU ™ 


At the intersection of the two great ‘‘Tube’’ Railways and near the Chief Sights 


q The Richelieu is not a huge Caravanserai, where one is merely an inmate with 
anumber. Nor is it a boarding-house, where everybody knows one’s business. 
It is a small Grand Hotel without “grand” prices. 

@ The Richelieu is neither the largest nor the cheapest hotel in London. It is 
simply the BEST. 

@ The Richelieu kitchens send up the Beef of Old England, the Lamb of Wales, 
the Soles of Dover, the fat Capons of Surrey, cooked by French cooks. 

@ The Richelieu cellars were stocked by one of the first experts in the world. 
The 200 kinds of pure and natural wine are a revelation to those who are sick of 
Pasteurised blends; and they are not dear. 

@ The Richelieu is an artistic centre. The Chamber-Concerts of the Richelieu 
String Sextet are famous. 

@ The Richelieu bedrooms are not cubicles, and the Public Rooms are not too 
public. One may read and write and talk without distraction. 

@ The Richelieu charges from $1.50 for bed and breakfast and from -_ for 
room and full board, according to the floor. 

@ The Richelieu is often full and rooms should be bespoken to prevent 
disappointment. 
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Exhibitors at Headquarters 


Clinical Congress of Surgeons 7 
HOTEL CECIL, LONDON Week of July 27th 
Allen & Hanburys, Ltd. DOWN BROS., Ltd. 
Surgical Instruments Surgical Instrument Makers 
Orthopedic Appliances 
LONDON | 
SPACE 2 SPACES 12 and 13 ; 
Burroughs Wellcome & Co. RONUK, Ltd. 


Manufacturers of 


Manufacturing Chemists Plone 


LONDON, NEW YORK, CHICAGO| —gricHTON and LONDON 
SPACE. 35 SPACE. 6 
2 
W. LONGMATE M. SCHAERER 
Orthopedic Appliances Surgical Instruments iil i 
BERNE, SWITZERLAND and : 
SPACE 34 SPACE 4 See adv. page xxxiii 


Baillitre, Tindall & Cox | Duncan, Flockhart & Co. 


Pub Chloroform, Ether and other 
Anesthetics 
LONDON EDINBURGH and LONDON 


SPACE 25 SPACE 19 See adv. page xxxvi 
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Exhibitors at Headquarters 


Clinical Congress of Surgeons 


HOTEL CECIL, LONDON 


Week of July 27th 


W. B. Saunders Company 
Publishers 


PHILADELPHIA and LONDON 


SPACE 18 See adv. page xiii 


HORLICK’S MALTED MILK CO. 


RACINE, WIS., U.S. A. and 
SLOUGH, BUCKS 


SPACE II See adv. back cover 


MAYER & MELTZER 


SANITAS CO., Ltd. 


Surgical Instrument Makers Disinfectants 
LONDON and MELBOURNE LONDON 
SPACE 17 See adv. page xxxvii | SPACE 30 
J. DAVIS C. F. THACKRAY 
Luken’s Sterile Catgut Surgical Instruments and Dressings 
LONDON LEEDS 
SPACE 20 See ady. page iti | SPACE | 


HOLBURN SURGICAL 
INSTRUMENT CO.,Ltd. 


Surgical Instrument Makers 
LONDON 
SPACE 10 


Charles H. Phillips Chemical Co. 


Pharmaceuticals 
LONDON and NEW YORK 


SPACE 45 
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D. APPLETON_& .CO. B. BRAUN 
Publishers Sterile Catgut Kuhn 


MELSUNGEN, GERMANY and 
NEW YORK and LONDON LONDON 


SPACE 29 See adv. page xxi | SPACE 3 


J. H. MONTAGUE John Bell & Croydon, Ltd. 


Surgical Instrument Maker Pharmaceuticals, Sterile Dressings, 
Sick Room Appliances, Etc. 
LONDON LONDON 


SPACE 15 SPACE 14 See adv. page xxxv 


Jeye’s Sanitary. Compounds Co. | TINTOMETER COMPANY, Ltd. 
Disinfectants Lovibond’s Tirtometer 


LONDON SALISBURY 


SPACE 33 SPACE 48 


NEWTON & WRIGHT 
X-Ray Apparatus 


C. A. HOEFFTCKE 
Orthopedic Appliances 


LONDON LONDON 


ADLARD & SON REINER & KEELER, Ltd. 
Publishers Optical Goods 
LONDON LONDON 


SPACE 16 
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Late Sailing Steamships on which accommodations may be 
secured for the London Meeting of the Clinical Congress 


Sailings from New York 


AMERICAN LINE (New York 
to Plymouth) 
June 12—St. Paul 
19—New York 
26—Philadelphia 
July 3—St. Louis 
 10—St. Paul 
17—New York 
ANCHOR LINE (New York to 
Glasgow) 
June 13—Columbia 
20—California 
27—Caledonia 
July 4—Cameronia 
11—Columbia 
18—California 
ATLANTIC TRANSPORT 
LINE (New York to London) 
June 13—Minnehaha 
20—Minnetonka 
”  27—Minneapolis 
July 4—Minnewaska 
 11—Minnehaha 
CUNARD LINE (New York to 
Liverpool) 
June 10—Aquitania 
16—Mauretania 
23—Lusitania 
1—Aquitania 
7—Mauretania 
14—Lusitania 
22—Aquitania 
FRENCH LINE (New York to 
Havre) 
June 10—LaSavoie 
13—Niagara 
17—LaProvence 
20—Rochambeau 
24—France 
1—LaSavoie 
8—LaLorraine 
15—France 
HAMBURG-AMERICAN LINE 
(New York to Hamburg via 
Plymouth and Cherbourg) 
June 11—Pretoria 
16—Vaterland 
18—President Grant 
25—Pennsylvania 
27—Imperator 
2—President Lincoln 
7—Vaterland 
11—Kaiserin Auguste 
Victoria 
18—Imperator 
HOLLAND-AMERICAN LINE 
(New York to Rotterdam via 
Plymouth) 
June 30--Roiterdam 
July 14—New Amsterdam 


” 


” 


” 


July 


” 


July 


NORTH GERMAN LLOYD 
(New York to Plymouth) 
June 13—George Washington 

16—Kronprinzessin 

Cecilie 
23—Kronprinz Wilhelm 
27—Prinz Friedrich 
Wilhelm 
30—Kaiser Wilhelm IT 
2—Barbarossa 
7—Kaiser Wilhelm der 
Grosse 
9—Bremen 
11—George Washington 
14—Kronprinzessin 
Cecilie 

18—Berlin 

21—Kronprinz Wilhelm 

RED STAR LINE (New York 
to Dover) 

June 13—Finland 
20—Lapland 
27—Zeeland 

July 4—Kroonland 

11—Vaderland 

WHITE STAR LINE (New York 
to Plymouth, Cherbourg and 
Southampton) 

June 13—Oceanic 
20—Olympic 
26—Philadelphia 

4—Oceanic 
11—Olympic 

WHITE STAR LINE 
York to Liverpool) 
June 11—Adriatic 


” 


” 


July 
(New 


 18—Cedric 

 25—Celtic 
July 2—Baltic 

g—Adriatic 


16—Cedric 
Sailings from Montreal, Que- 
bec, Boston and Philadelphia 


ALLAN LINE (Montreal 

London) 

June 14—Sicilian 
21—Scotian 
28—Corinthian 

3—Tunisian 
12—lonian 
19—Sicilian 
ALLAN LINE (Montreal 
Liverpool) 
June 9—Victorian 
 18—Calgarian 
23—Virginian 
2—Alsatian 
7—Victorian 
16—Calgarian 
21—Virginian 


to 


July 


to 


July 


” 


” 


ALLAN LINE 
Glasgow) 
June 13—Scandinavian 

20—Hesperian 
27—Corsican 

4—Grampian 
11—Scandinavian 
18—Hesperian 
ALLAN’ LINE (Boston 
Glasgow) 
June 16—Numidian 
July 1—Pretorian 

 17—Numidian 
ALLAN LINE (Philadelphia to 
Glasgow) 

June 20—Pomeranian 
July 4—Mongolian 

18—Carthaginian 
AMERICAN LINE (Philadelphia 
to Queenstown and Liverpool) 

”  20—Dominion 
27—Merion 

July 11—Haverford 
CANADIAN PACIFIC LINES 

(Quebec to Liverpool) 

June 11—Empress of Britain 

23—Lake Manitoba 
25—Empress of Ireland 

July 9—Empress of Britain 
CANADIAN PACIFIC LINES 

(Montreal to Bristol) 

June 16—Royal Edward 

30—Royal George 

July 14—Royal Edward 
CUNARD LINE (Montreal to 

London) 

June 13—Ausonia 

 20—Andania 
27—Ascania 
4—Alaunia 
18—Ausonia 
CUNARD LINE 

Liverpool) 

June 16—Caronia 
23—Laconia 
30—Carmania 

7—Franconia 
14—Caronia 
21—Laconia 
WHITE STAR LINE (Montreal 
to Liverpool) 

June 13—Canada 
20—Laurentic 
27—Teutonic 
July 4—Megantic 
11—Canada 
18—Laurentic 
WHITE STAR LINE (Boston 

to Liverpool) 

June 16—Arabic 

 30—Cymric 


(Montreal to 


” 


July 


” 


” 


to 


(Boston to 


July 


” 


July 14—Arabic 


For full information regarding sailing list, reduction in rates, and reservations, address 


MR. J. P. McCANN, Transportation Mgr... Marbridge Bldg., New York City 
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Sailings from Europe to America 
During Month of August 


ALLAN LINE (Glasgow to 
Boston) 
—Numidian 


ALLAN LINE (London to 

Montreal) 

August 6—Scilian 
13—Scotian 
20—Corinthian 
27—Tunisian 


” 


ALLAN LINE (Liverpool to 
Montreal) 

August 5—Virginian 

14—Alsatian 

19— Victorian 
28—Calgarian 


” 


ALLAN LINE (Glasgow to 
Quebec and Montreal) 
August 1—Hesperian 

8—Corsican 

15—Grampian 

22—Scandinavian 
29—Hesperian 


” 


” 


AMERICAN LINE (Southamp- 
ton to New York) 
August 1—New York 
8—Philadelphia 
15—St. Louis 
22—St. Paul 
26—New York 


” 


AMERICAN LINE (Liverpool to 
Philadelphia) 
August 12—Dominion 
19—Merion 


ANCHOR LINE (Glasgow to 
New York) 
August 1—California 
8—Caledonia 
15—Cameronia 
22—Columbia 
29—California 


” 
” 


” 


ATLANTIC TRANSPORT 
LINE (London to New York) 
August 1—Minnetonka 

8—Minneapolis 

15—Minnewaska 

22—Minnehaha 

29— Minnetonka 


” 


” 


” 


AUSTRO-AMERICAN STEAM- 
SHIP CO. (Trieste to New 
York) 

August 1—Kaiser F. Joseph I | 
i 15—Belvedere S. 5S. 
29—Martha Washing- 
ton 


” 


CANADIAN NORTHERN. 
STEAMSHIPS (Sailing from | 


Bristol) 
August 12—Royal George 
26—Royal Edward 


CANADIAN PACIFIC LINE 


(Liverpool to Halifax, Quebec, 

Montreal) 

August 7—Empress of 
Ireland 

10—Lake Manitoba 

21—Empress of 
Britain 


CUNARD LINE (Liverpool to, 
New York) 
August 1—Mauretania 
8—Laconia 
15—Aquitania 
22—Mauretania 
29—Lusitania 
CUNARD LINE (Liverpool to 
Boston) 
August 11—C armania 
18—Franconia 
25—Caronia 


” 


” 


CUNARD LINE (Southampton 


to Montreal) 
August 6—Ausonia 
i13—-Andania 
20—Ascania 
27—Alaunia 
FABRE LINE (Marseilles via 
Naples to New York) 
August 3—Canada 
10—Madonna 
17—Germania 
22—Santa Anna 
29—Venezia 


HAMBURG-AMERICAN LINE 
(Hamburg to New York, via 
Southampton) 

August 1—TImperator 
7—Kaiserin Auguste 
Victoria 
13—Vaderland 
21—President Grant 
27—Imperator 


HAMBURG-AMERICAN LINE 
(Southampton to Boston) 
August 9—Cleveland 

23—Amerika 


‘NORTH GERMAN LLOYD 
(Southampton to New York) 
Aug. 12— Kronprinz Wilhelm 

Wilhelm 

I 
23—George Washing- 
ton 
26—Kronprinz Wil- 
helm 
30—Prinz Friedrich 
Wilhelm 


RED STAR LINE (Antwerp to 
New York, via Dover) 
August 1—Kroonland 
8—Finland 
15—Lapland 
22—Vaderland 
29—Kroonland 


” 


” 


‘SCANDINAVIAN AMERICAN 


LINE (Copenhagen to New 
York) 
August 6—Hellig Olav 
13—Oscar II 
20— United States 


“WHITE STAR LINE (South- 
ampton to New York) 
August 5—Philadelphia 
12—Oceanic 
19—Olympic 
26—New York 


” 


” 


WHITE STAR LINE (Liver- 


pool to New York) 
August 6—Celtic 
13—Baltic 


20—Adriatic 

27—Cedric 

WHITE STAR LINE (Liverpool 
to Boston) 


August 11—Cymric 
25—Arabic 


” 


WHITE STAR LINE (Liverpool 


to Montreal via Quebec) 
August 1—Laurentic 

8—Teutonic 
15—Megantic 
22—Canada 
29—Laurentic 


Fox full information regarding sailing list, reduction in rates, and reservations, address 


Mr. J. P. McCANN, Transportation Manager 
Marbridge Building, New York City 
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R. M. S. Royal Edward R. M. S. Royal George 


Montreal— Quebec— Bristol 


(St. Lawrence Route) 
Hold All Canadian Records 
Set a New Standard in Accommodation 
Cabins De Luxe with Private Baths 


Information and Descriptive Literature Willingly Supplied 


When making plans for the Clinical Congress of Surgeons of North America 
it will pay you to get in touch with 


J. P. McCANN, General Manager 
McCANN’S TOURS 1328 Broadway, New York 
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Going %,. Congress? 


Travel by the Great Fleets 
of the 


American Line 


New York— Plymouth— 
Cherbourg—Southampton 
Philadelphia— Liverpool 


Via Queenstown 


Atlantic 
Transport Line 


Leyland Line 


Boston—Liverpool 


Red Star Line 


New York—Dover—Antwerp 
Philadel phia—Antwerp 


White Star Line 


New York—Plymouth—Cherbourg—Southampton 
New York—Queenstown— Liverpool 
New York and Boston—Mediterranean—Italy 
Boston—Queenstown—Liverpool 


White Star—Dominion Line 
Montreal—Quebec—Liverpool 


For schedules of sailings, ticket rates, etc., for the Clinical Congress of Surgeons 
of North America, Fifth Annual Session at London, apply to 


J. P. McCANN, Transportation Manager 
Marbridge Bldg., 1328 Broadway, at 34th St. New York, N. Y. 


New York—London (Direct) 
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CUNARD 


LUSITANIA—MAURETANIA 


Fastest Steamers in the World 


Fastest Route to Europe via Fishguard and London 


Services as follows 


NEW YORK to FISHGUARD and LIVERPOOL 


LUSITANIA—MAURETANIA—AQUITANIA (the Largest British Steamer—Completing) 


NEW YORK to QUEENSTOWN, FISHGUARD and LIVERPOOL 


CARONIA—CAMPANIA—CARMANIA 


NEW YORK TO MADEIRA, GIBRALTAR, ALGIERS, MONACO, (MONTE 
CARLO), GENOA, NAPLES, ALEXANDRIA, TRIESTE, 

FIUME, MESSINA and PALERMO 
IVERNIA—CARPATHIA—SAXONIA—PANNONIA— CARONIA— FRANCONIA—* LACONIA—TRANSYLVANIA 
*Fall and Winter Season 
BOSTON to QUEENSTOWN, FISHGUARD and LIVERPOOL 


FRANCONIA, LACONIA and other Steamers 


MONTREAL to PLYMOUTH and LONDON 


ANDANIA (New) ALAUNIA (New) ASCANIA, ANUSONIA 


Special through rates to Egypt, India, China, Japan, Manila, Australia, New Zealand, 
South Africa and South America 


TRIPS AROUND THE WORLD $498 First Class : $380 Second Class 


For schedules of sailings, ticket rates, etc., for the Clinical Congress of Surgeons of North America, 
Fifth Annual Session at London, apply to 


J. P. McCANN, Transportation Manager 
Marbridge Building, 1328 Broadway, at 34th St. New York, N. Y. 
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TRANS-ATLANTIC SAILINGS 
TO LONDON, PARIS, HAMBURG AND 
OTHER POINTS 


HAMBURG-AMERICAN LINE 
S.S.“Imperator” and S. S. “Vaterland” 


World’s Largest Ships 


Ss. S. “IMPERATOR” S. S. “VATERLAND” 
919 feet long—52000 tons 950 feet long —58000 tons 


THE ATLANTIC FLEET ALSO INCLUDES: 


S. S. “Kaiserin Auguste Victoria’ S. S. “Cincinnati” 

S. S. ‘‘Amerika” S. S. “Pres. Grant” 

S. S. “Cleveland” S. S. “Pres. Lincoln” 
and the S. S. “Victoria Luise” 


Regular Sailings From 
NEW YORK, BOSTON AND PHILADELPHIA 


For schedules of sailings, ticket rates, etc., for the Clinical Congress of Surgeons 
of North America, Fifth Annual Session at London, apply to 


J. P. McCANN, Transportation Manager 
Marbridge Building, 1328 Broadway, at 34th St. New York, N. Y. 
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FOR PHYSICIANS 
AND SURGEONS 


Ocean trip to Europe 
Clinical Congress of Surgeons 
Seeing Europe 
Ocean trip to America 
To be taken this summer, so that you will be fit for your arduous 
winter's practice. 


Clinical Congress of Surgeons 


Will convene in London during the week of July 27. It will be the 
greatest event of the kind ever held. Special inducements are offered to 


physicians and surgeons by the 


NORTH GERMAN LLOYD 


Leading passenger carrier between the United States and Europe, accord- 
ing to official figures. Express steamers Tuesdays, Fast Mail steamers 
Thursdays and Saturdays to 


LONDON PARIS BREMEN 


Cuisine and service famous all over the world. You can make your trip 
doubly interesting by returning by way of 


THE MEDITERRANEAN 


Sailings from Genoa and Naples 


Independent Around the World Trips, $620.65 


For schedules of sailings, ticket rates, etc., for the Clinical Con- 
gress of Surgeons of North America, Fifth Annual Session at 
London, apply to 


J. P. McCANN, Transportation Manager 
Marbridge Bldg., 1328 Broadway, at 34th Street, New York, N. Y. 
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HOLLAND AMERICA LINE 


Regular Twin-screw Passenger Service Between 


NEW YORK LONDON PARIS ROTTERDAM 


VIA PLYMOUTH VIA BOULOGNE SUR MER 

NEW SERVICE TO] WEEKLY SERVICE TO PARIS 
| 
VIA PLYMOUTH Twin-screw Steamers 


ROTTERDAM - 24,190 Tons Reg. 
By the Superb Ocean Liners T. S. S. | NEW AMSTERDAM Te ein 


ROTTERDAM and T. S. S. NEW | NOORDAM _ + ee a 
RYNDAM - 12,800 °° 
AMSTERDAM. POTSDAM- - - 12,600 


Safety, Efficiency and Luxurious Comfort Nowhere Exceeded 


New Triple-screw Turbine Steamer of 32,500 Tons Register Building 


For schedules of sailings, ticket rates, etc., for the Clinical Congress of Surgeons of 
orth America, Fifth Annual Session at London, apply to 


J. P. McCANN, Transportation Manager 
Marbridge Building, 1328 Broadway, at 34th St. . New York, N. Y. 
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TO LONDON 


BY THE ST. LAWRENCE ROUTE 


THE “EMPRESSES # ATLANTIC” 


Made the St. Lawrence route attractive, giving two days on the sheltered waters of this 
majestic river and gulf, and providing the shortest ocean voyage— 


LESS THAN FOUR DAYS AT SEA 


EMPRESS OF BRITAIN EMPRESS OF IRELAND 
SAILS SAILS 
JUNE 11TH - JULY 9TH MAY 28TH - JUNE 25TH 


For schedules of sailings, ticket rates, etc., for the Clinical Congress of Surgeons of 
North America, Fifth Annual Session at London, apply to 


J. P. McCANN, Transportation Manager 
Marbridge Bldg., 1328 Broadway, at 34th St. New York, N. Y. 
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Allan Line Steamship Co. 


Limited 


New S. S. “ALSATIAN” and “CALGARIAN” 


Quadruple Screws 18,000 Tons Turbine Engines 


Largest and Finest Steamers, Canada to 
Liverpool, Glasgow and Havre 


Enjoy Every Hour of Your Ocean Voyage 


The magnificent accommodation of the splendid S.S. ‘“‘Alsatian’’ 
and “‘Calgarian’’ by the picturesque St. Lawrence route, May to 
November, and the shortest possible open sea passage to Europe 
offers what you require for your vacation—yoy travels. 
SERVICES— Summer Season: St. Lawrence to Liverpool, Glasgow, London and 


Havre. Wéinter Season: Halifax-Liverpool, St. John-Liverpool, 
St. John-Havre, London; Boston-Glasgow, Portland-Glasgow. 


For Schedules of Sailings, Ticket Rates, etc., for the CLINICAL CONGRESS OF 
SURGEONS OF NORTH AMERICA, Fifth Annual Session at London, apply to 


J. P. McCANN, Transportation Manager 


Marbridge Bldg., 1328 Broadway, at 34th St. New York, N.Y. 
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Compagnie Géneralé Transatlantique 


(FRENCH LINE) | 


OF FAST EXPRESS, QUADRUPLE AND TWIN- 
SCREW POSTAL STEAMERS 


New York-Havre-Paris 


From New York to Paris in Five to Seven Days 


By the New Quadruple and Twin- New Quadruple and Twin-Screw 
Screw Postal Steamers. Express Steamers. _ 

“France” “La Provence” “La Touraine” ‘“Rochambeau” 

“La Savoie” “La Lorraine” “Chicago” “Niagara” 

“Espagne” “Caroline” | 

DEPARTURES | 

EVERY WEDNESDAY EVERY SATURDAY | 

10 A. M. 3 P.M. 

| 


Connection at Paris with through trains for Nice and Monte Carlo, also for 
Marseilles and thence by steamer to Algeria, the Mediterranean, Land of Sun- 
shine and Flowers. 


For schedules of sailings, ticket rates, etc., for the Clinical Congress of Surgeons of 
North America, Fifth Annual Session at London, apply to 


J. P. McCANN, Transportation Manager 
Marbridge Bldg., 1328 Broadway, at 34th St. New York, N. Y. 


| 
i 
| 
/ 


SURGERY, GYNECOLOGY AND OBSTETRICS 


Self-Identifying 


You may be an utter stranger to the hotel cashier— 
but he will gladly accept your Wells Fargo Travelers’ 
Checks. Your signature identifies you. 


It makes no difference where you are—Berlin, Cal- 
cutta, or an obscure English village—you can depend 
upon the self-identifying Travelers’ Checks of Wells 
Fargo & Company. 

The cost of these checks is trifling. Their safety 
and convenience to you is unquestionable. 


Write to 51 Broadway, New York, for a booklet giving full 
details of this modern method of carrying traveling funds. 


Wells Fargo & Company 


Offices Throughout the World 
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McCANN’S 
Railway and Steamship 
Ticket Agency 


Marbridge Building 1328 Broadway (34th St.) New York 
SEASON 1914 


Special Cruises and Tours to 


The West Indies, 
Bermuda, Panama 
Canal, Egypt, the 
Mediterranean, and 
the Riviera, Califor- 


Independent Travel Tours — Travel Tickets 
with or without Hotels. Send for our booklet 


**Travel Tips 


issued monthly, containing valuable up-to-date informa- 
tion for the intending traveller anywhere. Mailed free 
for the asking. 
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Purity, strength and quality 
have placed Pabst Extract 
foremost among malt tonics. 
Always uniform in quality, 
it can be depended upon to ac- 
complish the desired results. 


Nursing Mothers 


demand abundance of real nourishment in con- 
centrated form that will not overtax the functions of 
digestion and assimilation. Because of its inherent food 
and tonic properties, 


The Best Tonic 
is of inestimable value in maintaining the health, strength 
and vigor of nursing mothers. In addition to being a 
food itself, it aids in the digestive and assimilative pro- 
cesses and at the same time creates a 
normal, healthy desire for the abundance 
of other food called for by the 
mother’s double burden. 


TheU.S. Government specifically classifies Pabst Extract 
as an article of medicine—not an alcoholic beverage, 


At All Druggists 


Write It “Pabst” in the Prescription 


Pabst Extract Company 
Milwaukee, Wis., U. S. A. 
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50% Better 
EASTMAN Prevention Defense 
Indemnity 


e 
1 All claims or suits for alleged civil malpractice, error or 
xX- Ray Fil m S mistake, for which our contract ake” 
2 Or his estate is sued, whether the act or omission was his 


own 


BASE that is light, 3 Or that of any other person (not necessarily an assistant 
non-breakable, easily or agent). 


and cheaply mailed, and 4 Ali such claims arising in suits involving the collection of 


professional fees. 
conveniently filed,-—an 
5 A\ll claims arising in autopsies, inquests and in the pre- 


emulsion that has speed, scribing and handling of drugs and medicines. 
latitude and gradation, 6 Defense through the court of last resort and until all legal 
required for superior 
results in the most diffi- 7 Without limit as to amount expended. 
8 You have a voice in the selection of local counsel. 
cult X-Ray work. 
9 If we lose, we pay to amount specified, in addition to 
For sale by all Supply Houses. the unlimited defense. 
Mlustrated booklet, “* X-Ray 10 The only contract containing all the above features and 
Efficiency” by mail on request. which is A 
protection per se. sample upon request. 
The MEDICAL PROTECTIVE CO. 
ROCHESTER, N. Y. of Fort Wayne, Indiana 


Professional Protection, Exclusively 


NORTHWESTERN UNIVERSITY 


MEDICAL SCHOOL 


(Chicago Medical College) 
A. R. EDWARDS, M. D., DEAN 
Buildings and equipment new. Four Hospitals in Affiliation, with 800 beds. Clinical work 


in every year. Ward walks for seniors daily. Dispensary treats 50,000 patients annually. ‘The 
recognized leader in medical education. For circular and information, address, 


2431 Dearborn St. DR. C. L. MIX, Secretary Chicago, Illinois 
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FRICTION REDUCING MOTOR OIL 


The All-Weather Lubrication that 
Every Doctor’s Car Should Have 


Affords perfect lubrication to all makes 
and types of motor cars. 


Maintains the correct lubricating body at any 
motor speed or temperature. Remains liquid at zero. 


These essential characteristics obviate the neces- 
sity of changing oil for summer and winter lubri- 
cation. POLARINE is a reliable oil that does not 
cause delays, and is essentia/ in a doctor’s car. 


STANDARD OIL COMPANY 
(AN INDIANA CORPORATION) 
Makers of Lubricating Oils for Leading 
Engineering and Industrial 
(228) Works of the World 
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ANHEUSER-BUSCH, 


TRADE MARK, 


the food-tonic 


is the recognized standard of med- 
icinal malt preparations of its class. 
It represents the proper balancing 
of specially selected ingredients, 
plus a perfected technique which 
is the result of years of experi- 
mentation by our chemist. 


BUSCH. 


Only the choicest barley-malt and 

Saazer hops are used in the man- 

ufacture of MALT NUTRINE 
and the finished product contains all of the soluble 
substances of these two materials. 


-_ is a medical malt preparation and 
Malt Nabiine has been extensively prescribed by 
physicians, as a Food-Tonic for nursing mothers, 
protracted convalescence from acute diseases, 
insomnia, and awide range of other conditions indicat- 
ing the use of an appetizing, nourishing and mildly 
stimulating liquid food. It is low in alcohol strength 
(less than 2%) but high in food value (14% of the 
solids extracted from malt and hops). 


Pronounced by the U. S. Internal Revenue Department a 


PURE MALT PRODUCT 


and not an Alcoholic Beverage 


Sold by All Druggists 


Anheuser-Busch 3 Saint Louis 


Visitors to St. Louis are cordially invited to inspect our plant 
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Department Headquarters for the Specialties 


Surgery of the Eye, Ear, Nose and Throat 


Clinical Congress of Surgeons 
of North America 


July 27 to August 1, 1914 


Strand Entrance of the Savoy Hotel 


The Savoy is in the center of London, but its fine situation overlooking the 
Thames and the Embankment Gardens renders its beautiful suites free from 
the noise and turmoil of traffic. 


The Savoy is the home of a constant succession of guests from all parts of the 
world. Its many visitors enable it to maintain a moderate tariff. 


A visit to the Savoy Restaurant is an indispensable feature of a stay in London. 


For information address 


MARCEL BLOND, General Manager, London 
Telegraphic Address: Savoy Hotel, London 


LONDON ENGLAND \. 
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Cablegrams, 
“CECELIA” London 


Overlooking River Thames 


Accommodation for over 800 guests. 

400 Rooms with private bathrooms attached. 

Telephones in all rooms. 

50 Suites of rooms overlooking The Thames. 

Restaurant —Service and cuisine unsurpassed — orchestra. 

Palm Court—Built on site of famous “American Beach.” Rendezvous of 
Americans in London. 


Indian Floor—‘“The Business Man's Club,” complete on one floor—Grill 
Room—Smoke Room—American Lounge—Hairdressing Saloons— 


Post Ofice—Telephone Exchange—Tape Machine and Cigar Kiosk. 


Write for Illustrated Booklet to Agents 
RAYMOND & WHITCOMB CO., San Francisco, Boston, New York, Chicago, Philadelphia, Cleveland, or to 
F. W. KAISER, General Manager, Hotel Cecil, London 
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DOCTORS! 


DOCTORS! 


Insist that all your patients must recuperate by 


Life Out Doors 


IN 


The Refinement of 
Living 


Famous Del Monte 
Golf Course 


California Ranch 
Life 


California Mountain 
Life 


California Seaside 
Life 


For Artist and 
Nature Lovers 


Magnificent Home 
Estate 


Bungalows For Rent-- 
Sites For Summer or 
Winter Homes—Large 
and Small Acreage 

For Sale 


CALIFORNIA 


Beautiful HOTEL DEL MONTE (Del Monte, California), 125 
miles south of San Francisco; THE RIVIERA OF AMERICA; 
Magnificent system of scenic boulevards. Roads for motoring, 
horseback-riding, walking. Fishing, tennis, archery, hunting. 
Swimming in heated sea water, pool or surf. Climate never too hot 
nor too cold for real enjoyment and exercise. 


The finest in America (Del Monte, California). Within five 
minutes’ walk of Hotel Del Monte; Eighteen holes—Solid turf 
fairways—All-grass greens; Perfect condition for EVERY-DAY- 
IN-THE-YEAR play. Professional instructors—Golf Clubs for 
hire. Ask reliable people about it—also ask for comparison with 
golf courses elsewhere in the country. Sa 


Sep dl RANCHO DEL MONTE, Seventeen miles from Hotel 
Del Monte up the Carmel River. Ten thousand acres of watershed, 
dairy and cattle range, forest and mountain, valley and meadow. 
Fishing, riding, climbing—trusty horses, fascinating trails. Whole- 
some food, wholesomely served. 


Wonderful CASTLE CRAGS (Shasta County, California). A log 
cabin colony near Mount Shasta; REAL LOG CABINS in the 
ine woods with all the comforts and none of the cares of home. 
odern Sanitation. Private bath with each room. Good food, 
daintily served. Elevation 2200 feet. Hunting, fishing, climbing, 
riding, motoring. 
Homelike Pacific Grove—A come by the sea. Three miles from 
Del Monte. A town of ideal homes, of comfort and of pleasure; 
PACIFIC GROVE HOTEL, same managementas HotelDel Monte, 
the favorite California Family Resort. Guests entitled to ali Del 
Monte privileges—tennis courts, bathing pavilion, golf course, etc. . 


BEAUTIFUL PEBBLE BEACH on Bay shore, three miles from Del 
Monte. Most wonderful location, within Del Monte Forest of 
6,000 acres, the finest section of California, for artistic seaside beauty; 
ideal tonic climatic conditions. 


HOPE RANCH PARK, three miles west of Santa Barbara. A 
most wonderful blooded stock farm; 2,000 acres covered with great 
live oaks; inexhaustible mountain water supply; superb climate; 
fertile soil. Private lake, maintained by gravity flow; Polo Field; 
Golf Links; Club House; Dairy; Two miles of ocean frontage; 
Yacht Landing. For sale as a whole or in part. 


At DEL MONTE, Monterey County, California. At HOPE 
RANCH PARK, Santa Barbara, California. At PEBBLE BEACH, 
Monterey County, California. At CASTLE CRAGS, Shasta County, 
California. At PACIFIC GROVE, Monterey County, California, 
At RANCHO DEL MONTE, Monterey County, California. 


Write Us For Information—LET US PLAN YOUR’ CALIFORNIA VACATION, 
SUMMER OR WINTER; Prices within the reach of all 


See Local Agents on all properties or.write 


PACIFIC IMPROVEMENT COMPANY 


401 Crocker Building 


San Francisco, California 
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Pi ituitary Liquid 


(Armour) 


A solution of the active principle of the posterior lobe of the 
Pituitary body for hypodermic use. 
Pituitary Liquid is indicated in surgical shock, intestinal paresis, 
uremic poisoning, protracted labor, and that vast array of diseases in 
which the Pituitary substance has been employed with marked success. 


Pituitary Liquid is put up in boxes of 6-1-c. c. ampoules. Each 
ampoule represents 0.2 gram of fresh posterior lobe substance. 


Literature on request. 


ARMOUR COMPANY 


The Standard of Excellence of the 


ORIGINAL H@ eae S GENUINE | 


IALIVIN 


is always maintained 


The advantages of the Original-Genuine Horlick’s Malted Milk 
are so great and varied as to make it especially convenient 
where a safe, delicate and reliable diet is the desideratum 


Accept no imitations Ask for « Horlick’s 9 


HORLICK’S MALTED MILK COMPANY 
RACINE, WISCONSIN, U.S. A. 


R. R. DONNELLEY & SONS CO., PRINTERS, CHICAGO 
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